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Clinical excerpts 


No. 


of a series 


Use of meprobamate 
in chronic psychiatric patients 


~. Reduction of Number of Patients 
anxiety and tension on meprobamate on placebo 


*REFERENCE: Tucker, K. 
Marked and Wilensky, H.: 

Moderate A clinical evaluation 

— Mild of meprobamate therapy 


No change vanes 
: Worse schizophrenic population. 
Am. J. Psychiat. 113:698, 
Feb. 1957. 


Miltown “is clearly of value in reducing the 
anxiety and tension level of chronic schizophrenic 
patients.” In a group of 32 patients receiving the 
drug for 12 weeks (up to 1200 mg. q.i.d.), 41 per 
cent “showed a significant improvement...” 
Only 10 per cent of patients significantly im- 
proved when they received placebo as double- 
blind controls.* 


® The original 
meprobamate, 
discovered and 


introduced by 
« alleviates anxiety in chronic psychiatric na 
patients «facilitates psychotherapeutic 
rapport «improves disturbed ward be- sees 

havior «suitable for prolonged therapy 

«no liver or renal toxicity reported « free 


of autonomic effects. 
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It seems not only important but provoca- 
tive to reexamine in 1957 what Eugen Bleu- 
ler established in 1912 as his concept of the 
group of schizophrenias. Although this 
major contribution to our knowledge on 
schizophrenia was published in 1912, an in- 
terval of 38 years passed before an Eng- 
lish translation found its way into the hands 
of American psychiatrists. The common be- 
lief prevails, nevertheless, that his ideas were 
accepted decades ago; that his differentia- 
tion of primary and secondary symptoms 
paved the way toward a psychodynamic 
understanding of the schizophrenic patient 
and thereby contributed to the development 
of psychotherapeutic techniques which were 
yet to be discovered. This is not wholly true, 
I believe. There is evidence which suggests 
that the main psychopathological conception 
found approval and recognition while equally 
important views on clinical and theoretical 
aspects remained either unknown or were 
never assimilated. In my attempt to evalu- 
ate Bleuler’s ideas in the light of contem- 
porary concepts, I shall feel encouraged by 
his conviction: “Errors are the greatest ob- 
stacle to the progress of science; to correct 
such errors is of more practical value than 
to achieve new knowledge.” The range and 
the content of psychiatry have been greatly 
extended in the first half of this century. It 
is well to remember, nevertheless, that un- 
awareness of some cornerstones of Bleuler’s 
concept of schizophrenia accounts for errors 
and detours on the road to scientific and 
therapeutic achievement. 

If one turns to the developments of the 
recent past and present, one can easily sym- 
pathize with an impression of Manfred 
Bleuler who reviewed the changes in con- 
cepts in the study of schizophrenia in the 
years 1940-1950: 

Thirty years ago, in spite of frontiers and oceans, 
there was still a common understanding on the 


1 Read at the 113th annual meeting of The Amer- 
ican Psychiatric Association, Chicago, IIl., May 13- 
17, 1957. 

2 Assistant Professor of Psychiatry, University 
of Pennsylvania, Philadelphia, Pa. 


EUGEN BLEULER’S CONCEPT OF THE GROUP OF SCHIZOPHRENIAS 
AT MID-CENTURY * 


FRITZ A. FREYHAN, M. D.? 


basis of certain fundamental concepts which were 
shared by everyone. Today, the trend of scientific 
thought, the spheres of scientific interest and scien- 
tific nomenclature have grown so far apart and be- 
come so independent within the various schools of 
thought and countries that even acknowledged au- 
thorities on the subject are at times no longer able 
to communicate with each other. 


We may wish to determine what are funda- 
mentally divergent views which must exist 
side by side awaiting scientific confirmation 
or disproof and what, on the other hand, are 
variations of old themes or rediscoveries of 
facts well known to preceding generations. 
There is no sense in denying the naturalness 
of a generation-centered point of view. But 
scientific progress presupposes the ascertain- 
ment and recording of facts to ensure an or- 
ganic, cumulative growth of knowledge. We 
need in psychiatry the cultivation of the his- 
torian’s point of view which, in Toynbee’s 
words, requires that “the historian arrives 
at his professional point of view by con- 
sciously and deliberately trying to shift his 
angle of vision away from the initial self- 
centered standpoint that is natural to him as 
a living creature.” Peculiarly enough, the 
psychiatrist as scientist tends to live solely 
in the present but effectively turns historian 
when assuming the role of psychotherapist. 
There should be no reason why his sharp- 
ened perceptiveness of genesis could not 
contribute to his dynamic understanding of 
the scientific present as the continuation of 
the past. 

The historian’s sense of continuity is a 
prerequisite for a comprehensive under- 
standing of Bleuler’s concept of the schizo- 
phrenias. There is little about schizophrenic 
patients, about the nature of their being 
sick, their fate in life and about the thera- 
peutic modifiability of their symptoms which 
escaped the observing and exploring mind 
of the man who not only worked but lived 
in psychiatric hospitals, devoting many years 
to very close associations with schizophrenic 
patients. What makes his book, Dementia 
Praecox or the Group of Schizophrenias, as 
Zilboorg reminds us “the classical work of 
twentieth century psychiatry,” is not only 
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the original conception of psychopathology, 
but the unparalleled scope of treatment 
which ranges from physiological to psycho- 
logical theory, from social management to 
critical exploration of clinical therapies, 
from evaluation of epidemiological aspects 
to penetrating analyses of schizophrenic per- 
sonalities. 

If we now cast a glance back over the past 
38 years, we can hardly escape the impres- 
sion that a great deal of effort was spent on 
rediscovering what Bleuler had elaborated 
with compelling clarity. To begin with the 
all important definition of schizophrenia, he 
had stated: 


By the term ‘dementia praecox’ or ‘schizophrenia’ 
we designate a group of psychoses [italics mine] 
whose course is at times chronic, at times marked 
by intermittent attacks, and which can stop or 
retrograde at any stage, but does not permit a full 
restitutio ad integrum. The disease is characterized 
by a specific type of alteration of thinking, feeling, 
and relation to the external world which appears 
nowhere else in this particular fashion. 


Here is evident beyond controversy that 
Bleuler divorced not only the diagnosis from 
outcome, but stressed the variability of 
course and severity. His emphasis on range, 
variability and, most crucial, reversibility of 
schizophrenic manifestations, forms the cor- 
nerstone of his concept. To go no further 
than this, the perplexing fact remains that 
the notion of schizophrenia as a hopeless 
disease did not die. Notwithstanding statis- 
tical evidence of modes of recoverability, 
however defined—and it should not be for- 
gotten that Kraepelin reported 17% social 
recoveries by the most modest of stand- 
ards—newer approaches were time and again 
acclaimed because they bore the marks of 
optimism. At the 1950 conference at Yale 
on schizophrenia and psychotherapy, re- 
search from one of this country’s foremost 
clinics was reported with this introduction: 


This research began and developed in an atmos- 
phere pervaded by a consistent spirit of optimism 
regarding the treatability of schizophrenia—a prem- 
ise which has prevailed in this institution since its 
inception, even when it was the general opinion that 
a recovery in supposed schizophrenia disproved that 
diagnosis. 


The author then acknowledges the support 
afforded him by the “scientific conviction” 
of his colleagues “that schizophrenia is by 


no means a hopeless disease.” It would cer- 
tainly be unfair to single out this report as 
if its peculiar assertions were unique. But 
it conveys a common obsession: to pro- 
pound a new therapeutic approach with a 
message of optimism. How can we serve 
the cause of scientific progress, we must 
honestly ask ourselves, if we feel compelled 
to advocate as new what amounts to mere 
repudiation of an anachronistic cliché? 

We cannot ignore that Bleuler found it 
impossible to recognize any uniformity in 
the course of the disease: 

One comes closest to reality if one makes it clear 
that merely the general direction of the course of 
this disease is toward a schizophrenic deterioration, 
but that in each individual case the disease may 
take a course which is both qualitatively and tem- 
porally rather irregular. Constant advances, halts, 
recrudescences, or remissions are possible at any 
time. 


He left no doubt that “true arrests in the 
progress of the disease may appear at any 
time.” His observations of the importance 
of external influences—which Kraepelin 
later confirmed—are highly modern in their 
practical significance: 

Definitive or transitory improvements occur spon- 
taneously, or in connection with psychic influences 
or factors such as transfer to another place, a re- 
lease, a visitor. ... These improvements occur 
significantly less frequently in the chronic condi- 
tions than in the acute, but are not completely 
absent from the former. 


Accordingly, he insists that it is essential 
that external circumstances be changed : 

If the patients are permitted to remain always in 
the same set of surroundings, they easily become 
more and more encased in their disease and pro- 
portionally less accessible. 


Bleuler’s lucid and highly practical ideas 
on evaluation anticipated some of the errors 
which were to cloud the validity of statistics 
concerned with modern therapies. Since he 
did not believe in a full restitutio ad in- 
tegrum, he stated: “We do not speak of 
cure but of far-reaching improvements.” 
Disputing the more optimistic reports of 
other authors who claimed cures, he ex- 
pressed his doubt with the observation that 
he had never released a schizophrenic “in 
whom I could not still see distinct signs of 
the disease; indeed, there are very few in 
whom one would have to search for such 
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signs.” Yet he added: “I know schizo- 
phrenics who, after their illness, have con- 
ducted and developed complicated business.” 
To understand what Bleuler envisaged as 
far-reaching improvements, we must turn to 
his choice of criteria. These sound ominous 
if taken verbally since they are based on the 
“severity of the deterioration.” But he ex- 
plains “those capable of earning a living, I 
call cases of ‘mild deterioration’ ; those com- 
pletely incapable of social living are called 
‘severe deterioration’ ; the intermediary types 
who do not fit into either of these two cate- 
gories are placed as medium deterioration.” 
Obviously, what he modestly called “mild 
deterioration” corresponds to the social re- 
coveries as used by others. His comments 
on the pitfalls of statistics will capture the 
respect, if not admiration, of our biometri- 
cians. Warning that “varying conditions of 
admission and release determine the average 
prognosis of the disease in that institution,” 
he minimizes the value of reported results: 
“Any figures, then, will serve to estimate 
not schizophrenia as such, but the schizo- 
phrenics admitted to any given hospital.” 

I have always wondered why the follow- 
ing figures, referring to his grou, of 515 
cases, admitted to the Burghoelzli hospital 
between 1898-1905, have found little, if any, 
comment: mild deteriorations, i.e., capable 
of earning a living, 60% ; medium deteriora- 
tion 18%, and severe deterioration 22%. 
Bleuler cautioned: “Naturally, these results 
get considerably worse with time. Yet, few 
of those with a good remission have had to 
be returned to the hospital for permanent 
commitment because of a later exacerba- 
tion of the disease.” Results such as these 
are remarkable even by modern standards. 
It does not matter whether his cases were 
milder, his criteria for improvement more 
liberal or the tolerance of Swiss communi- 
ties toward patients more pronounced than 
elsewhere. Nor do we need to be concerned 
with factors of a statistical nature. How- 
ever, we cannot escape the question whether 
his conviction, that it be “preferable to treat 
these patients under their usual conditions 
and within their habitual surroundings” did 
not stem from a profound realization of 
adaptive potentialities as well as therapeutic 
limitations. By expecting less, he apparently 


achieved more. Instead of nursing ideal con- 
cepts on cure, he concentrated on imple- 
menting practices of social adaptation. 
This naturalistic attitude met the resistance 
of those who adhered to a more puristic con- 
cept of cure. At the symposium “Schizo- 
phrenia: an investigation of the most recent 
advances,” held under the auspices of the 
Association for Research in Nervous and 
Mental Diseases in 1929, the ever-present 
controversy between naturalists and purists 
had gained momentum. Sullivan, rejecting 
recovery as “remission” or “arrest,” stated 
categorically : 

An individual who has undergone a schizophrenic 
illness, ceased to show schizophrenic processes and 
resumed social living with a gradual expansion of 
life-interests, has in fact to the limit of the meaning 


of such terms actually recovered from the schizo- 
phrenic illness. 


Zilboorg, on the other hand, distinguished 
between “social recovery” and “medical re- 
covery” and doubted that “social recovery 
alone is a guarantee against the recurrence 
or against a gradual continuation and fur- 
ther development of the schizophrenic proc- 
ess,” since the socially recovered patients 
“with very rare exceptions, fail to establish 
a complete affective contact with reality.” 
Advocating the need of thorough psychologi- 
cal reconstruction, Zilboorg represented the 
puristic point of view, leaving judgement as 
to the superiority of his therapeutic method 
to the future. Unfortunately, few, if any, 
of the then anticipated follow-up studies of 
the results of analytical therapy have ever 
been carried out or presented. Hinsie, to 
whom had fallen the task of criticism of 
treatment and recovery as reported at the 
conference, observed that 

the results reported by the psychotherapeutists can 
be duplicated by the somato-therapeutists. .. . 
What the psychiatrist needs before he can place 
a fair appraisal upon his treatment measures, is a 
clearer conception of the ordinary nosological fac- 
tors in this type of disorder. He needs to have an 


accurate knowledge of the entire course of schizo- 
phrenia. 


What was said in 1929, is still being argued 
today. The naturalists compare therapeutic 
results with spontaneous recoveries, while 
the purists insist on the therapeutically 
achieved elimination of fundamental pa- 
thology, whether through somatic methods 
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or psychological reconstruction of the per- 
sonality. 

The question of spontaneous courses has 
not been resolved. There are those who deny 
the usefulness of considerations of a natural 
course of mental disorders. Stanton sees 
“little more reason for thinking of a natural 
history of the disease than of a natural his- 
tory of church membership.” But few would 
deny that the concept of spontaneous courses, 
far from presupposing etiological determi- 
nants of duration, differentiates modes of 
outcome on the basis of prevailing develop- 
ments which can be ascertained by catam- 
nestic methods. Bleuler’s reluctance to refer 
to “results” when describing “outcome,” 
stems from the sober recognition that the 
former connotes a consequential relation, 
whereas the latter does not. With character- 
istic candor, he introduced the chapter on 
therapy with this guiding thought: “Except 
for the treatment of purely psychogenic dis- 
orders, the therapy of schizophrenia is one 
of the most rewarding for the physician who 
does not ascribe the results of the natural 
healing processes of psychosis to his own 
intervention.” Whether to credit this state- 
ment with the wisdom of therapeutic insight 
or blame it for the implication of therapeutic 
limitations, depends essentially on one’s “ini- 
tial self-centered standpoint.” I am tempted 
to believe that what Bleuler meant, differs 
but little from F. Alexander’s comments on 
the healing of psychotherapy : 

In our young field, we have not yet emancipated 
ourselves from the magical traditions of medicine. 
Modern medicine recognizes that healing is possible 
only because of the regenerative powers of the 
organism. It recognizes that a physician’s function 
is to create conditions in which the regenerative 
powers can best act by removing obstacles.—Pri- 
marily nature and not the physician heals; the 
physician only helps the healing process.—The sur- 
geon can only favor this healing process but cannot 
initiate it. The same is true for psychotherapy and 
psychoanalysis. 


In a conceptual sense, the therapist of 
1912 and 1955 hold in common the convic- 
tion that nature heals while the physician 
creates the conditions which enhance the re- 
generative powers. This is the major reason 
for Bleuler’s demand that: 
one should not wait for a ‘cure’. One can consider 


it an established rule that earlier release produces 
better results —In particular, we must consider the 


qualities of the patient’s relatives; they may as 
easily ruin the patient as they may continue his 
education.—The only, and often very practical, cri- 
terion is the patient’s capacity to react in a positive 
manner to changes in environment and treatment. 


The multitude of clinical and prognostic 
aspects of schizophrenia suggested to Bleu- 
ler groups rather than an entity. But there 
is no doubt that his concept is identical with 
Kraepelin’s in as far as the actual disease 
concept is concerned : 

We are dealing with a group of diseases which is 
differentiated on principle from all other Kraepe- 
linian groups. One of the most common objections 
which is still being voiced, especially in foreign 
countries, is, strangely enough, that we are not 
always dealing with either dementia praecox or 
precocious dementia. Considering Kraepelin’s clear 
definition of the concept and his emphatic mention 
of cures and of the incidence in older age groups, 
an objection such as this must be termed a gross 
misunderstanding on the part of those who do not 
want to recognize the concept and who instead con- 
tinue to cling to names. 


But while this disease concept includes 
symptoms which occur only and always in 
schizophrenia, Bleuler conceded the possi- 
bility of different etiological factors leading 
to the same symptomatic picture. He, there- 
fore, regarded schizophrenia “not as a species 
of disease but as a genus” not unlike the 
group of organic psychoses. 

As to the nature of “the disease process,” 
he admitted: “We do not know what the 
schizophrenic process actually is.” Con- 
vinced that only a somatic process could ac- 
count for the disease, he did not exclude 
psychological etiology: “It is conceivable 
that the entire symptomatology may be psy- 
chically determined and that it may develop 
on the basis of slight quantitative deviations 
from the normal... .” Nevertheless, he 
gave serious attention to the toxin-theory 
for which he found some support in the 
work of Berger. In his experimental studies, 
Berger had found evidence of a toxin in the 
blood of catatonic patients which had excit- 
ing effects on the cortical motor center of 
dogs. Berger reported this in 1904. The 
assumption of a toxicogenic etiology was 
shared by Kraepelin who, advising great 
caution with regard to forming opinions on 
the subject, thought of “an auto-intoxication 
in consequence of a disorder of metabolism.” 
Such hypotheses do not sound as far-fetched 
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today as they may have in the recent past. 
The current work of Heath, Hoffer and 
others, suggesting that oxidized derivatives 
of epinephrine constitute etiological factors 
in the genesis of schizophrenia, has not only 
revived interest in the toxin-theory ; it illus- 
trates once more that the cycle of themes 
and variations of concepts continues. 

In summing up what Bleuler offered in 
support of his concept of the group of 
schizophrenias, we have first and foremost 
his observation of very dissimilar courses 
in the fact of highly similar symptomatolo- 
gies. The discrepancies between life-long 
deterioration in some, and temporary illness 
followed by life-long readaptation in other 
schizophrenics, rendered the assumption of 
a uniform disease more than doubtful. Yet, 
common clinical manifestations as well as 
evidence of consistent differences in prog- 
nostic patterns suggested the existence of 
particular groups with generic boundaries. 


FURTHER OBSERVATIONS OF THE COURSES OF 
SCHIZOPHRENIA 


Bleuler’s concept stands or falls with the 
confirmation of varieties of spontaneous 
courses characterized by consistent similari- 
ties. To examine the actuality of this con- 
cept requires that this be done within the 
dimension of time. What are the facts which 
transcend the immediacy of clinical experi- 
ence; what the changes from past to pres- 
ent? Keeping in mind Bleuler’s dictum that 
“any figures will serve to estimate not schizo- 
phrenia as such, but the schizophrenics ad- 
mitted to any given hospital,” I offer an 
analysis of developments which concern the 
hospitalized schizophrenic patients in Dela- 
ware in the years 1900-1950. Such a study 
of all schizophrenics, first admitted during 
a 51-year period, has substantial advantages 
if we consider the special situation in Dela- 
ware, a small state with the Delaware 
State Hospital as the only psychiatric hos- 
pital for every need of the state’s total popu- 
lation. The usual difficulties, arising from 
selective factors in the composition of hospi- 
tal populations, are reduced to the very mini- 
mum. As the only psychiatric hospital in 
the state, it admits patients from urban and 
rural areas, representing all socio-economic 
classes. There are units for private, semi- 


private and ward patients. In the ahsence 
of other psychiatric inpatient services in the 
state, patients are admitted as early—or 
late—as first recognized to be in need of 
hospital treatment. Close contacts between 
patient, family and hospital are established 
and maintained through the years. Perhaps 
most important is the fact that every addi- 
tional hospitalization during the life of pa- 
tients means readmission to the Delaware 
State Hospital. These circumstances pro- 
vide a high degree of observational control 
and first-hand knowledge. In more than one 
sense, then, this material does not only tell 
the story of the schizophrenics in one hospi- 
tal, but of the hospitalized schizophrenics in 
one state. 

The total number of 1,488 patients in- 
cludes the 1920 and 1940 groups about which 
I reported in a previous study. The patients 
are divided into 7 cohorts. All but the last 
include admissions during 8-year periods. 
The 1948-1950 cohort is restricted to 3 years 
to permit a minimum of 5 years follow-up. 
It should be emphasized that all data per- 
tain to each patient’s status on 1-1-56. We 
are interested in the following questions : 

a. How many patients were admitted only 
once ; to improve, leave and never to return ; 
or to remain continuously hospitalized. 
These patients are reported as single admis- 
sions. (S). 

b. How many patients improved suffi- 
ciently to leave the hospital but returned for 
one or several additional admissions. Out 
of this group of separated patients, how 
many reached eventually a stable state of 
improvement and separation ; or grew worse 
to require continuous hospitalization. These 
patients are reported as multiple admis- 
sions (M). 

c. How many patients died in the hospital 
of indirect consequences of the psychoses. 


ANALYSIS 


Figure 1 surveys the over-all develop- 
ments for each cohort. Most apparent is the 
growing rate of separations, ranging from 
38.8% in the cohort of 1900-1907 to 84% in 
the cohort of 1948-1950. The chances for 
leaving the hospital following the first ad- 
mission, thus, rose from 4 in 10 to 4 in 5. 
We notice the growing number of admis- 
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sions from cohort to cohort. As separations 
increased, so did multiple admissions. 

Figures 2 and 3 reveal the developments 
on the 5 and 10-year level. This makes it 
possible to compare the cohorts on equal 
temporal terms. 

Figure 4 illustrates the developments 
within the first Io years in greater temporal 
detail. To focus attention on the major dif- 
ferences, the first and the last 2 cohorts have 
been singled out. (The intermediary cohorts 
fill the space between the 1907 and 1947 
curves in symmetrical fashion. ) 

What appears well documented is the fact 
that separations occur early, primarily within 
the first 2 years. This trend has persisted 
through the years. But we recognize 2 major 
differences: 1. in the earliest period only 
23%, in the most recent period 59%, had 
left the hospital within 6 months of admis- 
sion ; 2. by the end of two years, the rate of 
separations had increased by only 11% for 
the earliest, by 22% for the most recent 
period. 

The mortality figures reveal highly sig- 
nificant differences within the 10-year period 
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following admission. Mortality rates were 
36% for the first, less than 4% for the last 
cohort (each intermediary cohort showing 
a further drop of mortality). The question 
of age differentials can hardly be omitted in 
this connection. The “mean age at admission 
for each cohort” and the “mean age at death 
for patients from each cohort” has been 
tabulated as follows: 


Mean Age 
Cohort ‘ Admission Death 
38.0 54.8 
35.6 53-3 
29.6 51.3 
32.6 518 
1Q40-1947 31.1 40.4 
31.4 45.6 


The danger to life associated with complica- 
tions of somatic therapies seems insignificant 
compared with the high death rate of earlier 
years. 

Figure 5 represents in detail the further 
developments of patients who have in com- 
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mon separation following first admission. 
What seems quite significant is the rather 
consistent proportion of about 35-45% of 
patients who remained permanently sepa- 
rated. This constitutes the group with the 
most favorable prognosis. Each cohort 
shows that approximately one third of the 
patients who left the hospital, remained suf- 
ficiently stable to stay out. Marked changes 
are reflected in the movements of patients 
with multiple admissions. Formerly, their 
chances for eventual recovery were ex- 
tremely low as indicated by the high rate of 
patients who remained for continuous hospi- 
talization. A decisive change for the better 
occurred after 1940, when the rate of recov- 
eries, in spite of multiple admissions, began 
to rise steadily. 


COMMENT 


Even a glance at these developments must 
convince us of their actual and potential sig- 
nificance. It is not the purpose of this analy- 
sis to enter into many deserving statistical 
considerations or to compare the data with 
those of similar studies. This will be done 
in another publication. 

Weare here concerned with the differenti- 
ation of groups on the basis of similarities of 
course of illness. Without any difficulty, we 
can make the following observations. First, 
there is no question of decisive changes after 
1940. The introduction of somatic therapies 
facilitated a steady increase of separations; 
this is equally true for single and multiple 
admissions. Of no lesser importance, how- 
ever, is the fact that the proportion of opti- 
mal improvements, 1.e., permanent separa- 
tions after a single admission, remains virtu- 
ally unchanged throughout the years. We 
find no indication that modern approaches, 
somatic treatments or psychotherapies, have 
contributed in any measurable degree toward 
an increase in the proportion of this group. 

It would be erroneous to assume that the 
high rate of continuous hospitalizations dur- 
ing the earlier period can be blamed on the 
severity of the psychoses or the lack of avail- 
able therapeutic techniques. There is cer- 
tainly evidence that various factors con- 
tributed to the reduction of chronically 
hospitalized cases. With improved standards 
of hospital care, a growing number of pa- 


tients received individual attention. The 
community became more receptive and tol- 
erant with regard to patients who showed 
fair, but by no means convincing, degrees of 
improvement. Modern therapies and social 
directions brought about tremendous changes 
in the clinical profiles of schizophrenic states. 
They reduced the severer modes of negativis- 
tic and autistic behavior. Patients became less 
disturbed and behaved more sociably. The 
speed with which somatic treatments elimi- 
nated the most disturbing symptoms, spared 
patients the experience of isolation and with- 
drawal which, by the mere fact of prolonged 
existence, had contributed to affective de- 
terioration. 

To put the unfolding story in obvious 
terms, one cannot deny the evidence that 
schizophrenia can indeed be a temporary, a 
recurring and a progressive disorder. Nor 
can we overlook that the fate of individual 
patients could not be prognosticated at any 
given time. What we call prognosis is still 
to be made predictively ; it is as yet a retro- 
spective statement of fact. 

Not only is there evidence that modern 
treatments have greatly enhanced the chances 
for improvement and return to social exist- 
ence ; there is also every indication that the 
attitudes toward schizophrenic patients un- 
derwent profound changes. Both treatment 
and social tolerance of schizophrenic be- 
havior have been effective in speeding up the 
exodus from the hospital. While mortality 
has ceased to be a danger and while the more 
chaotic aspects of psychotic behavior have 
yielded to therapeutic modification, there re- 
mains the distressing fact of total failure in 
about one-third of all patients. We do not 
know why these patients remained untouched 
by the social opportunities and therapeutic 
approaches which they shared with all others. 


SIGNIFICANCE OF PRESENT FINDINGS IN THE 
LIGHT OF BLEULER’S CONCEPT 


What does this analysis of the courses of 
schizophrenia contribute to an assessment of 
Bleuler’s concept? There is every sugges- 
tion of the existence of identifiable groups 
which are characterized by a high degree of 
internal consistency. The group of optimal 
recoveries is one. We can no longer be in 
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doubt that these schizophrenics enter the 
hospital with a good prognosis which mani- 
fests itself regardless of treatments. These 
patients did well at the turn of the century ; 
they do equally well today. We cannot en- 
tertain the illusion that treatments have in- 
creased their number. 

The non-recoverable group is another. If 
we assume that Bleuler’s permissive policies 
reduced the number of pseudo-chronic pa- 
tients to the lowest possible minimum, we 
find that his 22% with “severe deterioration” 
roughly corresponds to the current ratio of 
most severe cases. These are the patients 
who remained refractory to treatment. It 
goes without saying that patients in the last 
2 cohorts had every type of modern treat- 
ment from the time of admission; chronic 
patients from earlier cohorts also had the 
benefit of treatments, though many years 
later. While this is anything but a clinically 
homogeneous group, the fact remains that 
these are the schizophrenics with the most 
unfavorable prognoses. They consist of pa- 
tients of various ages who had various types 
of onset and dissimilar social backgrounds. 
Thus far, it has rarely been possible to iden- 
tify them during the acute stages. Consider- 
able evidence supports the assumption that 
internal factors account for the fact that 
modern treatments remained here as ineffec- 
tive as did Bleuler’s clinical management. To 
put it differently, it may have taken us more 
than 30 years to separate the pseudodeterio- 
rating patients from those who, to all intents 
and purposes, lack the capacity to react with 
any degree of improvement. 

These 2 groups represent the extremes. 
There remain the groups with various 
courses of multiple relapses and improve- 
ments. We are dealing with schizophrenics 
with varying degrees of adaptive capacities, 
some establishing lasting states of functional 
compensation, others drifting into chronic 
states of illness. These groups have little 
but multiple admissions in common. Exter- 
nal factors of every variety—social, eco- 
nomic, familial—seem to contribute consider- 
ably to reinforcement or disintegration of 
these patients’ ability to carry on. 

The existence of the two extreme groups 
supports Bleuler’s concept of the schizo- 
phrenias. What significance we attribute to 


their characteristics, remains a matter of 
interpretation. It is not the purpose of my 
presentation to draw conclusions. What I 
am trying to develop concerns the potential 
significance of Bleuler’s concept for future 
research on schizophrenia. The inescapable 
fact before us is this: no decisive new con- 
tributions to our knowledge in schizophrenia 
have been made in recent years. The schism 
between the protagonists of psychological 
and somatic concepts continues. Notwith- 
standing highly sophisticated formulations 
of psychodynamic, interpersonal and psycho- 
biological frames of references, the notion of 
schizophrenia as an entity persists. On 
purely theoretical grounds, this will be de- 
nied by many. De facto, conceptual refer- 
ences continue to be to schizophrenia, not 
schizophrenias. This is as true in the labora- 
tory as in the clinic. 

Whether one believes in natural or spon- 
taneous courses of schizophrenia is unim- 
portant. What matters is whether or not 
every scientific effort is made to ascertain 
what happens to schizophrenic patients. 
Aprioristic concepts are obstacles to scientific 
progress. If, as I see it, Bleuler’s concept 
appears as valid today as it seemed valid to 
him in the beginning of this century, further 
advances in knowledge may well have been 
retarded by the notion of schizophrenia, or 
even the schizophrenic patient, as a uniform 
object of research and treatment. On the 
other hand, should the consistently different 
courses, as they manifest themselves in the 
groups, be interpreted as social artifacts on 
whatever grounds, they must be proved to 
be artifacts. Thus far, they have generally 
been ignored. 

The implementation of the group concept 
into clinical and investigative methodologies 
would quite certainly bring about construc- 
tive changes in the identification of research 
targets. Incidentally, acceptance of the group 
idea could prove therapeutic with regard to 
the prevailing manic-depressive outlook 
which, time and again, seduces us to throw 
off the gloom about an allegedly hopeless dis- 
ease by swinging into the realm of euphoric 
overexpectations whenever a new treatment 
or theory presents itself. Acknowledge- 
ment of the actual development in the lives 
of schizophrenic patients demonstrates that 
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the evidence of social adaptation becomes in- 
creasingly convincing. It would be tragic, 
however, if the ideal goal of reconstructive 
psychotherapies should lead to premature be- 
littling of social recoveries. As of now, Bleu- 
ler’s philosophy of returning patients to nor- 
mal social surroundings, still appears to be 
our most effective therapeutic tool. 
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A STUDY OF CASES OF SCHIZOPHRENIA TREATED BY 
“DIRECT ANALYSIS” * 


WILLIAM A. HORWITZ, M.D.,2 PHILIP POLATIN, M.D., LAWRENCE C. KOLB, M.D., anv 
PAUL H. HOCH, M.D. 


In the past decade, characterized by the 
increasing problem of chronic mental ill- 
nesses, any method of treatment promising 
alleviation or cure has been worthy of in- 
vestigation. In any medical discipline, all 
new formulations are subject to validation 
and verification. Any new method of ther- 
apy, particularly one claiming cure of an 
illness known to be chronic with a tendency 
toward nonrecovery, would be subject to 
scientific scrutiny. It seems obligatory, in 
all medical disciplines, to investigate a re- 
ported method of treatment and its results, 
and to determine the extent or amount of 
change and the temporary or lasting nature 
of the therapeutic results. 

This procedure has been followed in the 
field of psychiatry whenever any new treat- 
ment has been presented. To mention only a 
few examples, the removal of foci of infec- 
tion, the use of insulin coma, metrazol and 
electroshock were all advanced as treatment 
methods for schizophrenia, all initially, 
claiming a high degree of therapeutic effec- 
tiveness. Subsequent investigations disclosed 
that in some instances, exaggerated claims 
had been made. Thus further evaluation 
placed these treatments in a more proper 
perspective. 

Over the years the staff of the New York 
Psychiatric Institute has pursued a series 
of follow-up studies investigating the ef- 
fectiveness of the various therapeutic pro- 
cedures offered for the mentally ill. The 
present report represents one such study di- 
rected to assess direct analytic therapy in 
the treatment of schizophrenia over a long 
term period. 

For those of us who may not recall the 
method and the hopes for it, we shall review 
the outstanding points in the original presen- 
tation. 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 13- 
17, 1957. 

2.N. Y. Psych. Inst., 722 W. 168th St., New York, 
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The major description of the technique 
was presented by Dr. John Rosen in an 
article “The Treatment of Schizophrenic 
Psychosis by Direct Analytic Therapy” in 
the Psychiatric Quarterly, January, 1947. 
The author stated that in his method of 
therapy applied in 37 cases of what he 
termed “deteriorated schizophrenia,” he was 
called upon to converse with the patient in the 
language of the unconscious and to be in a position 
to interpret the unconscious to him at every single 
available opportunity. 

Each symptom, each remark, every symbol must 
be untwisted, clear down to the earliest ontogenetic 
and even philogenetic roots in the unconscious. 
Only when the symptom is so clearly unmasked 
to the patient that it will no longer serve its pur- 
pose, will he be able to relinquish it for a more 
sensible way of handling his instinctual drives. The 
task is not completed with the resolution of the 
psychosis and can only be considered concluded 
when the transference is as completely worked out 
as we aim to do in ordinary analytic procedures. 


This technique required the expenditure 
of many hours with each patient. For many 
patients, this required time averaged from 
I to 3 hours daily and in some cases up to 
10-12 hours per day. Rosen stated that it 
was necessary to establish the therapist as 
a substitute figure of a good parent (either 
father or mother) to love, to feed and on 
some occasions to bathe or attend to the 
patients’ personal needs. 

By this method of establishing a substitute 
protective parental figure and interpreting 
the unconscious directly, Rosen claimed ther- 
apeutic results leading to recovery in all 37 
cases following treatment from 3 days to 
11 months—the average period of treatment 
was 2 to 3 months. 

Recovery was defined in the following 
terms: 

Regarding recovered patients, let me define ‘re- 
covery’. As I use this term, it does not mean merely 
that the patient is able to live comfortably outside 
an institution, but rather that such a degree of 
integrity is achieved that the emotional stability of 
the patient and his personality and character-struc- 
tures are so well organized as to withstand at least 
as much environmental assault as is expected of a 
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normal person, that is, of a person who never ex- 
perienced a psychotic episode. 


Rigid criteria for the diagnosis of schizo- 
phrenia were set. Of the original 37 cases 
reported, all were considered schizophrenic. 
Quoting from the original article, 

The diagnoses of schizophrenia were in all cases 
made by physicians other than the present writer, 
in most cases concurred in by more than one physi- 
cian. Because the question of diagnosis is certain to 
be raised by a presentation of this sort, the writer 
has purposely excluded from this report 4 other 
cases—also diagnosed schizophrenia by other psy- 
chiatrists—but in which he feels the symptomatology 
was mainly manic-depressive. It has been the aim, 
in investigating the possibilities of this therapy, to 
treat initially only patients who were severely 
schizophrenic beyond the possibility of a doubt. It 
should be said that the 4 where the writer found 
manic-depressive features have made apparently 
complete recoveries also. 


In 1952, Dr. Rosen’s book Direct Analysis 
was published: here he reaffirmed the origi- 
nal statements in regard to therapeutic out- 
come. No major modifications of the thera- 
peutic method were described. The status of 
the original 37 patients was reviewed (p. 95). 
It was reported that at that time “six were 
psychotic and probably institutionalized. Of 
the remaining 31, none was considered psy- 
chotic, all were doing well... .” It was 
added that ‘Those who received a full anal- 
ysis after the resolution of the psychosis are 
doing particularly well.” 

Any therapy that promises so much in the 
treatment of decompensated schizophrenia 
unquestionably deserves serious considera- 
tion and investigation, particularly if done 
over a long period of time. At the time of 
the original report, it was known that many 
of the female patients had been treated by 
Dr. Rosen at the New York Psychiatric In- 
stitute. We have been able to identify and 
follow 17 of the female patients of the 
original series of 37 treated by him while 
they were at the Psychiatric Institute or 
after their discharge. We were able also to 
identify 2 male patients treated by this tech- 
nique, one a former patient at the Psychi- 
atric Institute, the other a patient of Brook- 
lyn State Hospital (the latter was identified 
through courtesy of Dr. N. Beckenstein). 
Thus, we have follow-up material on 19 
patients, the other 18 were not available 
to us. 


The follow-up investigation consisted of 
interviews with each patient simultaneously 
by at least two members of the Institute staff 
or interviews under similar circumstances, 
of the nearest relative, when the patient 
could not be seen, and social service inter- 
views with the nearest responsible relative 
at home in instances where neither patient 
nor relative would come to the Institute. A 
second source of data was the hospital rec- 
ords whenever patients were admitted sub- 
sequently to other mental hospitals. Dr. 
Malzburg of the New York State Depart- 
ment of Mental Hygiene assisted in the loca- 
tion of some of the patients after their dis- 
charge from the Psychiatric Institute. In the 
more recent follow-up interviews with pa- 
tients and relatives the material was re- 
corded on tape thus allowing for review and 
subsequent study. 

Table 1 indicates the number of patients 
followed by the various methods described 
before: 


TABLE 1 
FoLLtow-up Contract 

Patients interviewed by authors.............. 12 
Patients interviewed by social service 

3 
Reports obtained from family members........ 8 
Reports obtained from other hospitals.......... II 


Total number of patients located and studied... 19 


A study of the course of their illness and 
of the treatment provided the patients after 
the termination of the original therapy dis- 
closed that 10 of 19 had required some form 
of somatic therapy: one additionally had a 
thyroidectomy performed: 4 had psycho- 
therapy only. 

Of the 19 patients presented in the original 
report as schizophrenic by Dr. Rosen, the 
diagnosis established by the staff of the Psy- 


TABLE 2 


TREATMENT OBTAINED FOR PATIENTS AFTER INITIAL 
TREATMENT BY Direct ANALYSIS 


Direct analytic therapy cont’d...............6. 4 
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chiatric Institute at the time of the first ad- 
mission was schizophrenia in only 12 pa- 
tients. Of the remaining 7 patients, 6 had 
been diagnosed psychoneurosis, and one 
manic-depressive. 

The follow-up of these 7 cases, shows that 
their subsequent course was not character- 
ized by repeated hospital admissions. Neither 
did they subsequently have repeated somatic 
treatment. One patient in this group of 7, 
originally diagnosed psychoneurosis by the 
Institute was twice admitted to a state hos- 
pital and on each occasion had electroshock 
therapy. The state hospital diagnosis in this 
case was manic-depressive psychosis. This 
is the only case in this group of 7 that was 
certified to a hospital and the only one that 
had any subsequent treatment other than 
psychotherapy. All of the 7 patients in this 
group are at present out in the community 
and have been for several years. One pa- 
tient, who continued her contact with Dr. 
Rosen for several years has developed from 
a shy, sensitive, insecure and jealous person 
to a mature socially functioning individual. 
She refused contact with us but her husband, 
a physician, gave a glowing account of her 
improvement which they both attributed to 
the “direct analytic treatment.” Of the 
others, in this group of 7, one was unwilling 
to contact us, one sees her original therapist, 
(the other 4 expressed themselves as indif- 
ferent and uncertain as to what they had 
achieved from their period of direct analytic 
therapy). Of these, one feels that she was 
cured by a later psychiatrist who employed 
body massage and bromides, one is seeing a 
chiropractor and feels fine and one after 
“suffering through” years of psychoanalysis 
and readmitting herself to our hospital for 
psychosurgical consideration was cured after 
symptoms of a toxic adenoma had fully de- 
veloped and her thyroid had been removed. 
Thus this group of 7 patients originally con- 
sidered by the Institue as non-schizophrenic 
has followed a course similar to that one 
would ordinarily expect in a 10-year survey 
of a group of non-schizophrenic patients. 

When we survey the 10-year course of the 
12 patients considered schizophrenic origi- 
nally by the staff of the Psychiatric Institute 
and subsequently by all psychiatrists seen in 
the next Io years, the course is remarkably 


different from that of the previous group. 
By the time the original report appeared in 
print (January, 1947), 5 patients had already 
been readmitted to mental hospitals (Cases 
7, 15, 22, 23 and 29). Of the 12 cases of- 
ficially diagnosed as schizophrenia in the 
Institute records, 9 have had from 2 to 5 
admissions to mental hospitals during the 
past 10 years. Two have undergone psycho- 
surgery and another has continued to have 
symptoms sufficiently severe to have re- 
quested additional psychosurgical evaluation. 
More than one-half of these patients in the 
subsequent history and later hospital admis- 
sions, were treated with electroshock, insulin 
coma, continued psychotherapy and in recent 
years tranquilizing medication. In this group 
it is evident that direct analytic therapy by 
itself failed to lead to any sustained thera- 
peutic result. Of the 12 patients originally 
diagnosed by the Institute as schizophrenic 
and in the first report as “chronic deterio- 
rated” schizophrenics, none has attained or 
sustained the standard for recovery set forth 
in Rosen’s original article. 

The details of the varieties of treatment 
offered are shown in Tables 3, 4, and 5. 


TABLE 3 

Hospirat Apmission Arter Direct ANALYTIC 
THERAPY 

Patients readmitted to mental hospitals........ 12 

Total number of readmissions................. 29 
TABLE 4 


TREATMENT OsTAINED ArTer INITIAL DIRECT 
ANALYTIC THERAPY 


Continued with direct analytic therapy........ 4 
Other forms of psychiatric treatment required.. 14 


TABLE 5 
OtuHer Forms or PsycHIATRIC TREATMENT 
REQUIRED 
Individual psychotherapy (7) 

8 
2 
Pharmacotherapy 3 
I 
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It must be stated that 10 of these patients 
are out of hospitals at the present time ; 2 are 
in hospitals ; one a post-lobotomy case is un- 
employed and completely dependent on her 
mother ; one other post-lobotomy patient is 
semi-dependent, occasionally works, is con- 
sidered peculiar and odd by the family and 
her present therapist. Several are house- 
wives aiid manage with support from their 
families. Two are making a fairly good 
adjustment : one who had an acute episode of 
catatonic excitement has been quite well for 
10 years and works as a steno-bookkeeper. 
Unmarried, she is considered as a “little 
saint” by the family. Although the family 
feels “she was cured by the Psychiatric In- 
stitute and prayer,” the patient wants to for- 
get the hospital and the whole experience 
and refused to be seen. The other doing well 
is an “ambulatory” schizophrenic, never sick 
enough to be admitted to the hospital and 
had been treated originally in the OPD of 
the Psychiatric Institute. She is married and 
has children. She also wishes to forget and 
refused to be interviewed. Her mother stated 
that the family feel that the direct analytic 
therapy was not of assistance. The patient 
found it necessary to consult another psy- 
chiatrist following the direct analytic treat- 
ment in our out-patient department. 

Of the two male patients one has returned 
to Brooklyn State Hospital every 3 or 4 years 
for a course of shock treatment. The other, 
several years ago received multiple forms of 
somatic treatment, followed by years of at- 


TABLE 6 


ADJUSTMENT LEVEL 


1947 1957 
5 2 
? 2 
Dependent—not working .......... ? I 
Employed at home................. ? 8 
Employed out of home............. ? 6 
19 


tendance at a V.A. clinic. At present and for 
the past several years however, he has been 
married, has operated a gasoline station and 
requires no further treatment. 

In summary, this group of patients has 
failed to show any outstanding therapeutic 
response. The several instances of fairly 
successful adjustment are compatible with 
the ordinary reactions seen in the absence 
of specific therapy. The other less successful 
adjustments are also consistent with the 
usual course of untreated schizophrenic 
patients. 

The findings in our 10-year follow-up 
study of the course of these 19 patients fail 
to sustain the originally reported statement 
of therapeutic effectiveness of direct analytic 
therapy in schizophrenia. Many of the pa- 
tients who at the time of the original report 
were improved, subsequently relapsed and 
required other treatments. Whatever the 
merits of direct analytic therapy for schizo- 
phrenia, the claim that it results in a high 
degree of recovery remains unproven. 
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FURTHER EXAMINATION OF DIAGNOSTIC CRITERIA IN 


SCHIZOPHRENIC ILLNESS AND PSYCHOSES OF 


The purpose of this paper is to re-examine 
diagnostic criteria of psychoses of infancy 
and early childhood, with special emphasis 
upon schizophrenia. This would seem timely 
because diagnostic criteria for these condi- 
tions at present appear to vary from school 
to school and place to place(2, 3, 7, 13, 
15,17). A suggested system of distinguish- 
ing between the various types of psychoses 
will be offered, and features of special prog- 
nostic significance will be discussed. 

Although the concept of schizophrenia in 
childhood has met with opposition since some 
of its early formulations(22, 16, 6, 13), 
more than one observer has recently com- 
mented on how freely many psychiatrists, 
pediatricians and neurologists now make this 
diagnosis in any child displaying psychotic 
features in the absence of neurological signs 
(8, 13, 18). Some formulations like those of 
Bender * seem so broad as to permit the in- 


1Read at the 113th annual meeting of The 
American Psychiatric Association, Chicago, IIL, 
May 13-17, 1957. 

2From the Department of Psychiatry, Cornell 
University Medical College, and the New York 
Hospital (Payne Whitney Psychiatric Clinic). 

8“A clinical entity, occurring in childhood before 
the age of 11 years, which reveals pathology in 
behavior at every level and in every area of integra- 
tion or patterning within the functioning of the 
central nervous system, be it vegetative, motor, 
perceptual, intellectual, emotional, or social. Fur- 
thermore, this behavior pathology disturbs the pat- 
tern of every functioning field in a characteristic 
way. The pathology cannot therefore be thought 
of as focal in the architecture of the central nerv- 
ous system, but rather as striking at the substratum 
of integrative functioning or biologically patterned 
behavior.” (1942) (1) “We now define childhood 
schizophrenia as a maturational lag at the em- 
bryonic level in all the areas which integrate bio- 
logical and psychological behavior; an embryonic 
primitivity or plasticity characterizes the pattern 
of the behavior disturbance in all areas of person- 
ality functioning. It is determined before birth and 
hereditary factors appear to be important. It may 
be precipitated by a physiological crisis, which may 
be birth itself, especially a traumatic birth. Anxi- 
ety is the organismic response to this disturbance 
which tends to call forth symptom formation of a 
pseudo-defective, pseudoneurotic, or pseudopsychotic 
type...” (1955) (2). 
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clusion of cases with suggestive structural 
etiology, which would in adult psychiatry 
contraindicate such a diagnosis. Sometimes 
the diagnosis of autism may be made in cases 
where autistic symptoms are indeed evi- 
dent but where the picture fails to meet Kan- 
ner’s original criteria. 

Mahler’s formulations of a symbiotic type 
of schizophrenic illness in young children 
(17, 19), as differentiated from an autistic 
type, is oftentimes difficult to apply in terms 
of clinical diagnosis.‘ Mahler of course 
states that in the later stages, the two pic- 
tures tend to become less distinct, and 
Hirschberg and Bryant point out that “a 
child who uses predominant symbiotic de- 
fenses at one period may adopt autistic ones 
at another”(10). In the authors’ experience, 
even in the early stages, clinical pictures are 
often so mixed that they cannot be said on 
this basis clearly to belong to either group. 
Certainly clinical experience does not sup- 
port a hypothesis, that all schizophrenic chil- 
dren not belonging by virtue of time of onset 
to Kanner’s group belong to a clear symbio- 
tic group. 

We are not completely in disagreement 
with those who tend to describe infantile 
psychoses in terms of broad concepts of 
atypical development(15) or deviated ego 
functions(3), preferring to side-step the 
question of schizophrenia. The exception 


4 Mahler defined symbiotic infantile psychosis as 
a psychosis “in which the early mother-infant sym- 
biotic relationship is marked, but does not progress 
to the stage of object-libidinal cathexis of the 
mother. The mental representation of the mother 
remains, or is regressively fused with—that is to 
say, is not separated from the self. ... As soon 
as ego differentiation and psychosexual development 
confront the child and thus challenge him with a 
measure of separation from and independence of 
the mother, the illusion of the symbiotic omni- 
potence is threatened and severe panic reactions 
occur. ... Restitution in symbiotic psychosis is 
attempted by somatic delusions and hallucinations 
of reunion with the narcissistically loved and hated, 
omnipotent mother image, or sometimes by hallu- 
cinated fusion with a condensation of father-mother 
images .. .”(17). 
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which we take is that this leads again to the 
inclusion of cases into one large category 
which may well represent several different 
types of illness processes. Also we continue 
to believe that there is such an entity as 
schizophrenia in early childhood. 

As one reviews the kinds of cases of psy- 
choses of infancy and early childhood vari- 
ously named as schizophrenic, atypical, 
autistic, or symbiotic, the feature of an au- 
tistic defense appears present to some degree 
in all of them. Autism does not refer to a 
simple withdrawal. Bleuler originally de- 
scribed it as ‘a detachment from reality. . . 
A peculiar alteration of the relation between 
the patient’s inner life and the external 
world, (wherein) the inner life assumes 
pathological predominance.”(4) Associated 
with the autism is a disturbance to some de- 
gree in communication, which generally ap- 
pears to be a refusal to communicate. But 
Bleuler did not group the various schizo- 
phrenias together on the basis of autism or 
autistic thinking, important as he considered 
these features to be to the schizophrenic 
process. Indeed, in a discussion of autistic 
thinking, he described the latter as present to 
some degree in normal individuals(5). 

In the opinion of the authors, the group- 
ing together of otherwise diverse syndromes 
occurring in infancy and early childhood on 
the basis of autistic features alone is, at the 
present stage of our understanding of these 
conditions, inadequate and therefore unjusti- 
fied. It is possible and advisable, in our 
opinion, to distinguish syndromes of early 
infantile autism, schizophrenic illness, and 
psychoses in mentally defective children 
from each other. It is especially important 
to distinguish the latter group from the other 
two, since the possibility of a structural basis 
is very great here, and may well exist, in 
the absence of definite neurological signs 
(for example, a cerebral a—or dysgenesis). 
It is also necessary to distinguish Kanner’s 
group from the schizophrenias, since the 
probability of determining constitutional fac- 
tors is particularly strong here, the predis- 
position to anxiety extreme, and a dysfunc- 
tion even to the possibility of organic factors 
not yet excluded by post-mortem study. In 
addition, of course, there are psychoses 
which represent affective reactions, which 


although rare in this age group, may occur 
and should be distinguished as such. The 
degenerative and epileptic psychoses will not 
be considered and are generally more clearly 
recognized. 

The following case histories may serve to 
illustrate 3 principal types of psychoses seen 
in this age period (and often grouped to- 
gether), with their distinguishing features. 


CASE HISTORIES 


Case 1.—Male child first seen at age 4 years and 
1 month. Picture dominated by autistic behavior 
and rigid adherence to established routine. Eldest 
of 3 children. Normal full-term delivery. No major 
feeding difficulties. Smiled at 6 weeks and in re- 
sponse to mother. Enjoyed being picked up, with 
anticipatory response and appropriate posture. Alert 
to environment, and sensitive to noises. Following 
mother with eyes from 3 months. At times ap- 
peared “phlegmatic,” at other times cried exces- 
sively at small frustrations. Crib biting and rocking 
during first year. Sat at 6 months, stood at 10 
months and walked at 1 year. Sister born at his 
age 15 months. From this time, gradual diminution 
of interest in environment and people. Solitary 
play, interest in lights and music. Severe and 
frequent temper tantrums. From age 2, insistence 
upon sameness of routine, changes in which pre- 
cipitated tantrums and panic. Vocal sounds during 
second year. Isolated words or phrases at 24, co- 
incident with sister’s learning to talk. For next 
year did not use words to communicate, or form 
sentences. Mimicked or talked to self unintelligibly. 
Continued, however, to enjoy fondling by parents, 
responding with embraces. Just before age 4, began 
to communicate requests with words or phrases and 
occasionally formed sentences. Still responded to 
most questions by ignoring or repeating. Stanford 
Binet I.Q. of 89 at this time. Patient’s mother, 
age 27, detached, attractive, intelligent and college- 
educated, with artistic ability. Her father said to be 
alcoholic and to have had psychiatric hospitaliza- 
tions with question of schizophrenia. Her older sis- 
ter has child treated at another center with diagno- 
sis of “mildly atypical” condition. Mother describes 
phobic symptoms during childhood. As adult, char- 
acteristically accepts situations with resignation and 
detachment. Father, age 30, a Guatemalan, from 
wealthy family. Had unsuccessful career as artist 
and businessman. Has not been self-sufficient and 
requires help from parents. Has received two 
courses of psychotherapy for a “character disorder.” 
Younger sister and brother apparently normal. 

On examination at 4 years and 1 month, patient 
appeared intelligent, well-developed and attractive 
looking. Repetitive drawing of traffic lights, play 
with any objects which could be made to represent 
traffic lights, intense insistence on sameness of 
routine, and limited responsiveness. Most of speech 
inarticulate or incoherent and did not seem intended 
for communication. Seen twice a week over a 2- 
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year period in play therapy. Changes noted have 
included development of useful and communicative 
speech. Was able early to express warmly and 
verbally feelings of affection for and anger at 
therapist. Play activities expanded, becoming gen- 
erally appropriate, although some repetitive and 
perseverative play continues. More responsive at 
home where he now communicates freely, plays 
with siblings, and with mother. Satisfactory adjust- 
ment to nursery school and recently kindergarten. 
Writes and draws well, interested in numbers and 
arithmetic. Now tolerates many changes in routine, 
and tantrums less frequent. No increase in demands 
upon or clinging to mother, therapist, or to other 
individuals. At times of stress reverts to autistic 
defenses, becoming silent or incoherent, returning 
to solitary play, bizarre gesturing, ignoring of 
adults, and passively enduring unpleasant situations. 
Recent Stanford Binet I.Q. at age 6—108. 


DISCUSSION OF CASE 


This is a schizophrenic child with onset 
of major psychopathology essentially after 
the age of 14, in the setting of certain trau- 
matic familial situations. His symptoma- 
tology included autistic defenses as the out- 
standing features. There was a disturbance 
in affective contact with reality, and a think- 
ing disorder characterized primarily by an 
overdeveloped fantasy life which the child 
could not properly distinguish from the real 
world, and by occasional incoherence. In ad- 
dition, an intense insistence on sameness of 
environment and repetitive and stereotyped 
play were present. Bizarre gesturing and 
mannerisms completed the picture. Except 
for the age of onset, and the more moderate 
character of the autistic isolation, this pic- 
ture is like that of early infantile autism. 
That is, the defenses employed by the child 
are similar to those seen in Kanner’s group, 
if of less marked severity. With improve- 
ment, the autistic defenses became less 
marked without appearance of symbiotic 
features, as might be anticipated from litera- 
ture. In times of stress, the child con- 
tinues to exhibit autistic manifestations. The 
history, psychiatric and psychological ex- 
aminations taken together suggest that com- 
munication was not too markedly impaired 
and in any event it improved somewhat with 
growth even before therapy. This was an 
index to his capacity for affective contact 
as well as his intellectual ability even before 
intelligence testing could demonstrate the 
latter. 


Case 2.—Five-year-old boy with a history of 
autistic behavior, uncommunicativeness, intense in- 


sistence on sameness of environment, hyperactivity 
and repetitive and destructive activity. Normal 
pregnancy and delivery. Smiled in early weeks of 
life but not necessarily in response to anyone. By 
end of first year “was difficult to get a smile out 
of him.” Little anticipation at being picked up and 
appeared to draw back when held. Did not follow 
mother with eyes. Did not seem alert to or in- 
terested in environment. Rocking especially with 
music towards end of first year. Sleep poor. Se- 
lective of and insistent on certain special foods 
before age 1 but rapid weight gain. Sat at 6 
months, stood at 7 months, walked at 104 months. 
Brother born around his age 1. During second year 
hyperactive and destructive. Severe tantrums, un- 
responsive. Neither permitted nor sought physical 
contact. Became adept at spinning objects and 
tearing paper. No interest in toys. Spoke few 
words at age 2 but only for brief period. Neither 
words nor vocalizing used for communication. Made 
known demands by pushing or pulling. Psycho- 
metrics at 34 showed atypical retarded pattern but 
successes in a few tasks at his age level. Patient’s 
mother, age 38, had been a successful business 
woman, an active aggressive person, at first openly 
rejecting the patient whom she could not “control.” 
Described being repulsed by “little boys” since 
childhood, but thought it would be “good for her” 
to have a boy. Father a passive, good-natured 
man, has suffered business reverses in last several 
years. Both parents had difficulty accepting child’s 
illness. Sister, age 7, brother, age 3, have shown 
no known psychopathology similar to patient’s. 
On examination at age 4, appeared out of contact 
and hyperactive. Spun objects in highly organized 
ritual. On once-a-week play therapy over 10 
months has made some affective contact. Now 
speaks a few words, expresses self more intelligibly 
with vocalizing, and is more responsive at home. 


DISCUSSION OF CASE 


This is a classical example of early in- 
fantile autism, both by age of onset and 
symptomatology. The fact that this child 
displayed early inability to make affective 
contact with other human beings or even to 
perceive them as such, and that his com- 
munication almost from the beginning 
seemed strikingly limited deserves special 
emphasis. To evaluate the communicative 
capacity of an autistic child, it may not be 
necessary to wait until the age of 4 or 5 to 
see whether he has developed speech(9, 14). 
Indeed, what we call responsiveness in an 
infant may represent forms of communica- 
tion and usually more than just interest in 
or attention to us. A careful history and 
examination of the manner in which in- 
fantile gestures and vocalizations are used 
with respect to communication as well as the 
character of behavior, may give the clue. 
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Comparison of our therapeutic results in 
such cases with those who maintain that in- 
tensive treatment is essential reveals little 
difference in the gains thus far. 


Case 3.—A. G. is a 24-year-old boy with a his- 
tory of limited responsiveness, bizarre behavior in- 
cluding gesturing and hyperactivity, and uneven but 
subnormal development since age 1. Older of two 
children. Exposure of mother to German measles 
during pregnancy with gamma globulin immuniza- 
tion and no clinical symptoms. Normal delivery. 
Smiled around age 3 months. Good anticipatory 
and postural responses to picking up. Sat at 5-6 
months, crawled at 9 months, walked at 12 months. 
Fell from table to floor at age 2 months without 
unconsciousness or known sequelae. At age 6 
months had herniorrhaphy with general anesthesia 
without known complications. Just before first 
birthday, visiting grandmother claimed child was 
“dreamy” and unresponsive, not sufficiently alert. 
Father sick in hospital for 2 months when patient 
was 16 months old. In next 4 months baby started 
rocking, mouthing of objects, was resistant to teach- 
ing. At age 19 months a psychiatric examination 
revealed no functional play with toys, special in- 
terest in feeling textures, few sounds, hyperactivity. 
Finer movements at about 10 month level. He was 
said to respond emotionally and physically to mother 
when held in her arms, would also embrace father. 
At 22-23 months, he was jumping up and down, 
endlessly making noises, appeared to relate better, 
was more agile. At just over 2 years, he would 
respond to bye-bye by going to the door, or bath 
by climbing into wet or dry tub. No speech except 
occasional “hi” when greeting father. In next 6 
months, some increase in agility and little else. 
Throughout it has been noted that changes in rou- 
tine and environment have been well tolerated. 
Patient’s mother anxious, overpermissive and over- 
solicitous of child. Father professional man, seems 
closer to patient than mother. 

On our examination at age 24, looked dull, 
jumped up and down a great deal, vocalized, ges- 
tured with hands. Climbed into lap of therapist, em- 
braced him, responded to singing like small infant. 
Activity primitive and unorganized with no func- 
tional play. At times disregarded examiner, at other 
times sought and showed affection and physical con- 
tact. Neurological examination negative. Psycho- 
logical examination showed atypical but retarded 
pattern with no area of normal functioning. On 
once-a-week play therapy over 4 months has shown 
increase in awareness of therapist, seeks and dem- 
onstrates affection, looks him in eye and smiles, but 
continues primitive and unorganized behavior. Re- 
sponsiveness at home has increased, has used a few 
words and many sounds for communication, has 
been more manageable, and greets father warmly. 


DISCUSSION OF CASE 


This psychotic picture can be distinguished 
from schizophrenia, early infantile autism, 
and uncomplicated mental retardation. Early 
infantile autism is ruled out by virtue of 


absence of early signs of communicative im- 
pairment, absence of intense insistence on 
sameness of environment, absence of evi- 
dence of relationship with inanimate objects 
in advance of social relatedness, and evidence 
of affective contact with human beings far 
beyond that usually seen in Kanner’s group. 
As to a diagnosis of schizophrenia, there is 
little evidence of a real disturbance of affec- 
tive contact with reality. The autism, as 
previously stated, is mild. Nor does the 
child’s relationship appear “symbiotic.” He 
shows little clinging and no unusual anxiety 
to separation from parents, therapist, or any- 
one else. Of great significance is the overall 
depression of functioning. His unpredict- 
able responsiveness creates a picture not 
compatible with uncomplicated mental re- 
tardation but nevertheless suggestive of a 
real mental defect. The etiology is unclear, 
although the anesthesia at age 6 months de- 
serves special consideration, and resulting 
brain damage would not necessarily be pro- 
ductive of neurological signs. But the case 
can be clearly distinguished from early in- 
fantile autism and schizophrenia and belongs 
in a separate group, such as psychosis in a 
mentally defective child, or psychosis of or- 
ganic origin, depending or the interpreta- 
tion of findings. 


DIscussION 


Three different types of psychoses of in- 
fancy and early childhood have been illus- 
trated. It may well be that these 3 cases do 
indeed belong in a common group. Despert 
suggested, and Kanner agreed, for example, 
that early infantile autism represented the 
earliest form of schizophrenia, in which de- 
velopment had not progressed normally from 
the beginning(12, 13). It has also been pro- 
posed that mental deficiency when associated 
with psychoses in children, may be due to 
the psychotic process(21). But until our 
knowledge and understanding of these con- 
ditions become more definite, it is advisable 
that we make careful clinical distinctions 
based on history and examination. 

Diagnostic criteria for early infantile 
autism were clearly defined by Kanner from 
the beginning(11). In our opinion, the term 
autistic psychosis should be used only in 
reference to this condition, and in accord- 
ance with the criteria originally formulated, 
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which involved an illness with onset almost 
from the beginning of life. Special empha- 
sis should be given therefore to onset in first 
year of life, the early disturbances of affec- 
tive perception and communication, the su- 
perior relationship to objects in comparison 
to social relationship, and the intense and 
unbending insistence on sameness. Schizo- 
phrenia begins later and is characterized pri- 
marily by a disturbance in affective contact 
with reality and autistic thinking(6, 7). The 
picture is distinguished from the former con- 
dition by history (evidence of some degree 
of normal development having taken place 
in contrast to early infantile autism) and by 
examination, where evidence of autistic 
thinking may be marked but where the de- 
gree of autistic isolation is generally milder 
than that seen in Kanner’s group. That is, 
communication and affective perception are 
rarely quite so deeply disturbed as in Kan- 
ner’s group, even though autistic thinking 
may be extremely marked. Also there may 
be a wider variety of symptoms, such as 
symbiotic features, possibly because develop- 
ment has proceded further before onset of 
illness. But disturbed affective contact with 
reality and autistic thinking remain the out- 
standing features of any schizophrenic ill- 
ness of this age period. 

The so-called symbiotic syndrome is fre- 
quently associated with the schizophrenic 
child even though it may not always occur. 
There is a tendency to regard a schizophrenic 
child as being at some stated time either pri- 
marily symbiotic or primarily autistic in his 
defenses or symptoms, as if the one defense 
at a given time more or less excluded the 
other. Simply because Kanner’s children 
seem to withdraw from physical contact does 
not mean that a child, who clings and melts 
into another’s arms and body with seem- 
ingly little warmth or even recognition, is not 
autistic. Autism is not defined by the symp- 
toms of early infantile autism. It is prob- 
able that the symbiotic child is less autistic 
than most children in Kanner’s group, but 
he is still autistic and gives clear evidence of 
this, at least in terms of Bleuler’s definition. 
Bleuler, for example, writes that “the autis- 
tic world has as much reality for the patient 
as the true one. . . . Frequently (patients) 
cannot keep the two kinds of reality sepa- 
rated from each other’(4). Surely this ap- 


plies as much to the symbiotic picture as to 
Kanner’s. So-called symbiosis is a manifes- 
tation different from that generally seen in 
Kanner’s group but all the same, autistic in 
nature. Whether it represents a higher stage 
of ego development is in the opinion of the 
authors not established. The occurrence of 
symbiotic features in itself, does not, in the 
experience of the authors, have special prog- 
nostic significance even though making con- 
tact with the child may seem easier at first. 
The outlook of the symbiotic child who com- 
municates but little, seems not much more 
hopeful than severe cases of early infantile 
autism. Those children in Kanner’s group 
who have done well do not appear neces- 
sarily to have passed through symbiotic 
stages but rather simply to have emerged to 
some degree from their autistic isolation(9, 
14). Weare not convinced that an emphasis 
upon symbiotic features is especially helpful 
to clinical understanding, or that the con- 
cept can be effectively applied diagnostically.° 

As to the question of when to consider a 
psychotic child as also mentally defective 
and to be distinguished as such, irrespective 
of the occurrence of autism, the following 
principle is suggested. Psychoses in chil- 
dren with generally retarded motor develop- 
ment or overall depression of intellectual 
functioning should be classified as psychoses 
in mentally defective children. This prin- 
ciple should obtain even when an atypical 
pattern is present but where functioning is 
still below normal in all areas. An atypical 
pattern is to be anticipated in a psychotic 
child, whether truly defective or not, particu- 
larly when autism is a feature, and does not 
rule out the possibility of a true mental 
defect. 

The inclusion of these 3 types of syn- 
dromes in an “atypical” group is at times 
misleading. For one thing, it requires a very 
careful reading of case histories in order to 
decide upon the clinical entity described. To 
say the development is atypical is simply to 
say it is not typical, not average, or not nor- 
mal. The number of deviations possible are 
after all innumerable and may encompass 
many kinds of pictures, not even all psy- 


5 For an example of the difficulties involved in 
applying this concept diagnostically, see “Symbiotic 
Aspects of a Seven-Year-Old Psychotic” by Mor- 
row, T., Jr., Loomis, E. A., Jr.(20). 
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chotic. It may in any event encompass any 
and all of the psychoses referred to in this 
paper. 

In these several types of psychoses, there 
generally exists some impairment of com- 
munication. In the autistic child, this im- 
pairment may be very great. The prognostic 
importance of the development of a useful 
speech by the age of 4 or 5 in these cases 
has already been demonstrated(9, 14). In 
younger children, the history in infancy rela- 
tive to early responsiveness, manner of vocal- 
izing, and so on, may be of special signifi- 
cance in evaluating the picture. The schizo- 
phrenic child rarely shows communicative 
impairment to the same degree, and of course 
it does not extend as far back. In psychoses 
with evidence of overall mental retardation, 
communicative impairment may be associ- 
ated with the mental defect as well as the 
autistic defense. The extent of communica- 
tive impairment represents one useful prog- 
nostic indicator for all these types. The 
usually better prognosis of the schizophrenic 
child as opposed to the autistic child is con- 
sistent with the lesser communicative im- 
pairment generally seen. Whatever the im- 
pairment is related to in any particular case, 
communicative capacity probably emerges 
as the most reliable single prognostic sign 
in evaluating these psychoses. 


SUMMARY AND CONCLUSIONS 


1. With the exception of degenerative and 
epileptic psychoses, there exists in the litera- 
ture a tendency to group together psychoses 
of infancy and early childhood, which may 
represent different illness processes, or to 
differentiate between them in accordance with 
concepts which are difficult to apply clini- 
cally. 

2. Autistic defenses are generally charac- 
teristic of these psychoses. But this does not 
justify a failure to differentiate between 
types which can be distinguished clinically. 
Such differentiation would appear advisable 
until knowledge concerning etiology in- 
creases, 

3. It is suggested that the diagnosis of 
“autistic psychosis” be applied only to cases 
meeting Kanner’s criteria of early infantile 
autism. 

4. The diagnosis of “schizophrenic illness” 
should be applied to cases with onset after 


age one and with a picture characterized 
principally by loss of affective contact with 
reality and autistic thinking. 

5. Psychoses in children with retarded 
motor development, or in whom intellectual 
performance, although atypical for any age 
level, is below normal functioning in all 
areas, would best be classified for the present 
in a separate group as psychoses in mentally 
defective children. 

6. With the exception of rarely occurring 
affective psychoses in this age group, and 
with the exception of organic and epileptic 
psychoses, most psychoses of infancy and 
early childhood will meet the criteria of one 
of these types. Cases characteristic of 3 
types have been presented. 

7. The degree of impairment of com- 
munication present in these psychoses con- 
stitutes a significant prognostic factor. 


BIBLIOGRAPHY 


1. Bender, L.: Am. J. Orthopsychiat., 17: 40, 
Jan. 1947. 

2. Bender, L.: Twenty Years of Clinical Re- 
search on Schizophrenic Children with Special 
Reference to Those under 6 Years of Age, in Emo- 
tional Problems of Early Childhood, Ed.: Gerald 
Caplan, M. D., New York: Basic Books, Inc., 1955. 

3. Beres, David: The Psychoanalytic Study of 
the Child, 11 : 164, 1956. 

4. Bleuler, E.: Dementia Praecox or The Group 
of Schizophrenias (English Translation), New 
York: International Universities Press, 1950. 

5. Bleuler, E.: Am. J. of Insanity, 69 : 873, 1913. 

6. Despert, J. L.: Psychiat. Quart., 12 : 366, 1938. 

7. Despert, J. L.: M. Clin. North America, 31: 
680, 1947. 

8. Despert, J. L.: Differential Diagnosis Between 
Obsessive-Compulsive Neurosis and Schizophrenia 
in Children, in Hoch and Zubin, Psychopathology 
of Childhood. New York: Grune & Stratton, 1955. 

g. Eisenberg, L.: Am. J. Psychiat., 112: 607, 
Feb. 1956. 

10. Hirschberg, J. C., and Bryant, K. N.: A.R.N. 
M.D., 34: 454, 1954. 

11. Kanner, L.: J. Pediatrics, 25: 211, 1944. 

12. Kanner, L.: Am. J. Orthopsychiat., 19: 416, 
1949. 

13. Kanner, L.: A.R.N.M.D., 34: 451, 1954. 

14. Kanner, L., and Eisenberg, L.: Notes on the 
Follow-up Studies of Autistic Children, in Hoch 
and Zubin, Psychopathology of Childhood. New 
York: Grune & Stratton, 1955. 

15. Kaplan, S.: Childhood Schizophrenia Round 
Table, 1953, Am. J. Orthopsychiat., 24: 521, April 
1954. 

16. Lutz, J.: Schweiz. Archiv, 39: 335, 1937. 
17. Mahler, M. S.: The Psychoanalytic Study 
of the Child, 7: 286, 1952. 

18. Mahler, M. S.: Discussion of Chapters 13-16 


789 


4 


|__| 
: 
| 
4 


79° 


SCHIZOPHRENIA AND PSYCHOSES OF EARLY CHILDHOOD 


[ Mar. 


in Hoch and Zubin, Psychopathology of Childhood. 
New York: Grune & Stratton, 1955. 
19. Mahler, M. S., and Gosliner, B. J.: The 
Psychoanalytic Study of the Child, 10: 195, 1955. 
ao. Morrow, T., and Loomis, E. A.: Symbiotic 
Aspects of a Seven-Year-Old Psychotic, in Emo- 
tional Problems of Early Childhood, Ed.: Gerald 
Caplan, M. D., New York: Basic Books, Inc., 1955. 
21. O’Gorman, G., J.: Ment. Sci., 100: 934, 1954. 
22. Potter, H. W.: Am. J. Psychiat., 12: 1253, 
May 1933. 


DISCUSSION 


Joun A. Rose, M.D. (Philadelphia, Pa.).—I 
should like to commend the efforts of Drs. Despert 
and Sherwin to bring organization to these prob- 
lems of diagnostic thinking. The focus of the effort 
is twofold. An attempt is made to distinguish be- 
tween severe infantile disturbance and retardation 
of primary nature. The other purpose is to distin- 
guish between severe infantile disturbance in which 
there is early impairment of object relation and 
those cases in which the history is that of appar- 
ently satisfactory early object connection. It is 
suggested the former type of case should be catego- 
rized as autistic and the latter as childhood schizo- 
phrenia. 

In a way, it is unique in the history of psychi- 
atric diagnosis to discuss a nosological system in 
which schizophrenia carries a more benign prog- 
nosis than some other entity. One of the points 
made by the authors is that autism may be the 
result of constitutional susceptibility and thus less 
treatable. It would appear to be for this reason 
that Bender’s criteria are rejected as too broadly 
inclusive; the same being true of the “atypical de- 
velopment” of Putnam and Beata Rank. That is, 
the childhood schizophrenia of Bender does not 
allow for psychogenesis of disorder and the atypi- 
cal development of Putnam and Rank not precise 
enough to distinguish primary defects in the equip- 
ment of the infant. 

In considering this entire attempt at better differ- 
ential diagnosis between cases of severely disturbed 
young children, I am led to speculate that the at- 
tempt is motivated by a problem in the children’s 
field which concerns all who work in it. The fact 
is that there exists a growing feeling that some of 
these cases are either irreversible from beginning 
or become so at the 4 to 6 year level. This, if true, 
is of great importance to our state hospital systems 
in its implication for future planning. Children 
with irreversible mental illness who will be wards 
of the state from 5 or 6 years of age until they die 
are a potentially staggering problem. Hence, any 
attempt to find a group of cases of severely dis- 
turbed young children who are still treatable is 
certainly worthwhile. It is also a matter of con- 
siderable import to those of us in commuity psychi- 
atric clinics for children. Such clinics have an obli- 
gation to invest limited treatment time in the most 
useful way possible. 

Thus, on several scores there is great justifica- 
tion for an adequate system of differential diagnosis. 


The case examples cited suffer from a common 
deficit. The developmental histories were obtained 
retrospectively. It is our experience with these 
families that perceptual distortion of the actual de- 
velopment of the child is commonly so great as to 
invalidate either a favorable or unfavorable picture 
of the child’s earlier development. 

The considerable differences cited in the literature 
on etiology may be considered as arising out of 
problems in interpretation of developmental his- 
tories. There are formidable problems to be dealt 
with not only as to where the locus of the primary 
problem exists, but also in the secondary interaction 
affecting husband and physician. Even in clear 
cases of birth injury, the mother’s ego needs may 
cause a sympathetic perceptual distortion of facts 
both by husband and physician. We have observed 
that irritable states in 2 or 3 month old infants 
often seem capable of producing extremely distorted 
views of the current symptomatology. 

Some colleagues in discussion have mentioned 
studies in which much maternal pathology and per- 
ception distortion exist, yet no symptoms in the 
infant are objectively discernible. 

The confusing permutations and combinations 
which are possible lead to a conclusion that con- 
tinued investigative work will be needed to clarify 
the diagnostic problem. Current projects under- 
taken both from the anterospective and retrospective 
viewpoints may furnish data of critical nature for 
the diagnostic process. If we know more clearly 
what to look for and how to look, we may succeed 
in obtaining more consistent developmental histories. 

Currently, also, we have a professional problem in 
description of infant behavior ourselves. A clearly 
withdrawn child is readily described; it is much 
more difficult to describe the behavior of a child 
with atypical object relationship. Interpretation of 
behavior without inference of purpose is almost 
impossible. Such description probably would not 
be helpful even if possible. 

It is our hope that current studies will reveal not 
only better pictures of the maternal disturbance, but 
also a consistently better idea of the meaning of 
the behavior of disturbed young children. Until 
our tools are better, it does not seem wise to design 
a classification of more precise nature than the 
methods of obtaining data allow. 

I too accept “obsession with sameness” as a diag- 
nostic point in these cases, and suggest it is also 
possibly a learned activity as well as serving as a 
defense against anxiety. We have seen several cases 
recently of young infants in which the “sameness” 
was inherent in the rigid routines developed by the 
mother as her own defense against tension; under 
hospital conditions the infant was much more elas- 
tic in his choices of food, toys and people than as 
presented in the picture obtained from his mother. 

Such considerations as these move me to praise 
the authors for their thoughtful analysis of avail- 
able data, but urge that the distinction made is not 
sufficiently helpful at present. I do not believe the 
distinction will be sustained when more data are 
available. 
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There has been an enormous increase in 
the diagnosis of childhood schizophrenia. 
We find an ever larger number of cases both 
in the psychoanalytic and general child psy- 
chiatric literature(1, 2, 5, 7, 8, 9, 14, 16). 
Few cases have been followed into adult- 
hood(1, 7, 13), and where it is reported 
that the diagnosis was then confirmed, this 
is still open to question because of the preva- 
lence of confused and inconsistent diagnos- 
tic criteria also in adults(3). 

Schizophrenia is not a disease of child- 
hood. Its onset is in adolescence and pre- 
adolescence. Studies of childhood behaviour 
of definite adult cases of schizophrenia (4, 
19) show that they are, as a rule, model chil- 
dren, inconspicuous, and quite different from 
the cases described as childhood schizo- 
phrenics. 

Child psychiatry is still in the pre- 
Krapelinian stage. No valid classification of 
mental diseases in children has yet been 
worked out. For the study of schizophrenia 
in childhood we have to take into account 
the progress made since Krapelin and Bleuler 
in the refinement of diagnosis. This prog- 
ress has been in two main areas, in the sift- 
ing out of other diseases, and in the develop- 
ment of tests. 

The development of tests has given a new 
dimension to psychiatry. We have found the 
Mosaic test as interpreted by Wertham(23, 
25, 26) so helpful for the diagnosis of 
schizophrenia, that we feel no child should 
be diagnosed as suffering from schizophrenia 
without a schizophrenic Mosaic design. 
Some workers(6) found a 100% correla- 
tion between definitely diagnosed adult cases 
and their typical mosaic. 

The present trend to diagnose children 
with severe emotional and mental symptoms 
as schizophrenic is scientifically wrong and 
has had serious practical consequences. It 
has filled state hospitals and schools for men- 
tal defectives. Children in trouble for many 


1 Read at the Second International Congress For 
Psychiatry, Ziirich, 1957. 
2 From the Lafargue Clinic, New York. 
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different reasons are now likely to be so 
diagnosed. 

We have studied 60 such cases below the 
age of 14 at the Lafargue Clinic and in 
private practice. In practically all of them 
the diagnosis was wrong. 


Seven-year-old Bernard is representative of the 
many cases where unnecessary hospitalization and 
harmful treatment followed this wrong diagnosis. 
His mother took him out of the hospital and 
brought him to the clinic. She said: “He had 
only 6 shock treatments, not the full 20. He had 
forgotten even our dog’s name when he came home, 
and he had known him since the dog was a puppy. 
It was just like he had to learn all over again. It 
seemed like he was in a daze most of the time.” 
Clinical examination, tests, playgroup observation 
showed no evidence of schizophrenia. Our diagnos- 
tic task was made even more difficult because of 
the symptoms and the changes caused by ECT. It 
is exactly as Dr. Nolan D. C. Lewis stated: “The 
thing that interferes with using diagnostic intuition 
more than anything else is shock therapy”(15). 
This boy recovered with group and _ individual 
therapy. 


The most pressing unsolved social prob- 
lem in the United States today as far as 
children are concerned is that of juvenile 
delinquency. A child who commits a crime 
is now likely to be diagnosed schizophrenic 
and sent to a mental hospital. This puts the 
problem into a wrong focus, namely into the 
field of mental illness of unknown origin in- 
herent in the child, instead of into the field 
of social pathology to which the child is 
reacting. 


George is such a case. He came to the clinic 
in 1946 because of a severe reading disability and 
truanting from school. He was the leader of a 
gang of about 30 boys and feared that a member 
of a rival gang might stab him in school. When he 
came to the clinic he brought two body guards who 
kept watch at the entrance. His gang became in- 
volved with the killing of a policeman, and he was 
arrested and sent to a mental institution where he 
made 3 suicide attempts before his final commit- 
ment to a state hospital where he made another 
suicide attempt. The diagnosis was schizophrenia. 
He was discharged once but recommitted after an 
arrest for fighting while drunk. He was then sent 
directly to the mental hospital and not to jail be- 
cause of his previous stay there. 

I visited him in the hospital when he was 22 years 
old. I found him friendly and outgoing. There were 
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no delusions or hallucinations. He gave a coherent 
account of his past life inside and outside the hos- 
pital. He attempted suicide because he was de- 
pressed. He worried about the other boys in his 
gang some of whom were in jail awaiting trial for 
their life. He told me: “I was the baddest boy on 
the ward. There were boys from another club and 
we got to fighting. I was all confused. I heard 
boys hollering, screaming. You get to thinking 
about it when you are alone by yourself, you 
shouldn’t have done this, you shouldn’t have done 
that.” 


This is not what patients tell us after an 
episode of “catatonic” excitement. The doc- 
tor in charge told me he did not think that 
George had schizophrenia. Many boys now 
on the wards of this and other hospitals got 
into trouble because of gang membership 
and are not psychotic. 

Our case material shows that symptoms 
are frequently misinterpreted. This has 
serious consequences for the child’s entire 
future life. 


This happened to Robert, age 9. He was sent to 
a mental hospital for truancy, running away from 
home and stealing. The diagnosis of childhood 
schizophrenia was based primarily on the following 
factors: “On occasion he thought people were fol- 
lowing him and was compelled by some introjected 
body to do things like steal and stay away from 
home.” 


Here delusions of reference are implied but 
not proven, especially when we take into 
account that such a serious symptom never 
occurs only ‘“‘on occasion.” Our cases show 
that the so-called introjected-body-delusion 
is most often a fantasy and represents a con- 
scious or unconscious rationalization for for- 
bidden actions. Frequently children tell us: 
“a voice told me to hit him” or “the devil 
told me to kick her.” The child may con- 
sciously want to show that he is not responsi- 
ble for the bad things he does. Some chil- 
dren grow up in an environment where the 
devil is considered a reality, and forbidden 
deeds and thoughts are explained by the 
devil having entered the person. Some chil- 
dren we see have been iold that spirits exist, 
can come to life, talk to people and influence 
them. Actually, Robert had run away from 
home because of a cruel mother and step- 
father. He stole money because he needed 
it. Our clinical examination, tests and play- 
group observation showed no evidence of 
schizophrenia. He was rehospitalized against 


our advice. He was given 20 ECT. After 
these he became: “agitated, felt that his 
body had been mutilated, played with words, 
shouted, ran about, was overtalkative and 
appeared to have feelings of unreality.” 
This iatrogenic syndrome then lead to his 
committment to a state hospital. 

The sequence in this case is typical. The 
child misbehaves in school and often, not 
always, also at home. He can no longer be 
kept in the class room. His parents are ad- 
vised to take him to a hospital for observa- 
tion, or they are referred to clinics, agencies 
or the children’s court. There it is felt that 
the child is suffering from childhood schizo- 
phrenia, and he is sent to a hospital where 
the diagnosis is confirmed and he receives 
20 ECT. The child may react the way 
Robert did and be committed to a ‘state hos- 
pital, or the parents may take him home 
with or without the doctor’s consent. Most 
of the children we have seen were then not 
able to function in the community. They 
either had to be exempted from school for 
some time and eventually improved with psy- 
chotherapy (if this was available to them), 
or they had to be recommitted soon. After 
a stay in the state hospital for anywhere 
from several months to 4 years, they are dis- 
charged with the diagnosis changed to “be- 
haviour disorder.” This change of diag- 
nosis is so frequent that it has become the 
rule rather than the exception. So it hap- 
pens that in an entire caseload of one social 
worker only one case was discharged with 
the original diagnosis of schizophrenia. 

Some cases are sent not to state hospitals 
but to state schools for mental defectives. 
In one state school 95% of children sent to 
them as childhood schizophrenics turned out 
to be grossly organic cases, for instance en- 
cephalitis, definitely not then certifiable as 
childhood schizophrenia. Franz Kallman has 
made similar observations in his study of 
twins. 

We had the opportunity to examine chil- 
dren at different stages of this sequence, 
either inside or outside the hospitals. Among 
our cases are children with psychologically 
caused conditions. We have searched the 
literature and were unable to find even one 
fully analyzed and definite case of schizo- 
phrenia in which the causative connection 
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between early or later infantile psychologi- 
cal trauma and the disease was really estab- 
lished scientifically. Children may react in a 
bizarre way to severe trauma but that does 
not mean that they then have schizophrenia 
or will develop it later on in life. 

Our material contains organic cases such 

as epilepsy, epileptoid mood disorder, en- 
cephalitis, mental deficiency, endocrine disor- 
ders and developmental disturbances. We 
have found that even mild forms of agnosia, 
apraxia, aphasia, impairment of auditory 
perception and dyslexia may cause severe 
learning and behaviour disturbances and lead 
to the erroneous diagnosis of childhood 
schizophrenia. Schizophrenia is not an or- 
ganic disease in that sense. We know it is 
a progressive disease, but we do not yet 
know where the schizophrenic process takes 
place. Wertham’s conclusion in The Brain 
As An Organ is still valid(21) : 
On the ground of anatomical facts, there is no 
justification for speaking of an “organic cerebral 
process” in schizophrenia ... there is, today, no 
histopathology of this condition. To draw from 
this negative statement the conclusion that of neces- 
sity schizophrenia can not be due to any organic 
factors, and must consequently be of psychogenic 
origin, would be hasty and unwise. 


One of our most difficult diagnostic tasks 
was to differentiate cases of schizoid psycho- 
pathic personality. These have mild, chronic, 
non-progressive symptomatology but may 
have severely disturbed episodes. 

Genuine paranoid delusions have not been 
described in children. We have observed a 
type of hostility which may be malignant and 
possibly a forerunner of delusions. This 
problem comes up in the very large number 
of cases referred to us with the chief com- 
plaints of: “Hits other children without 
provocation, is a menace to the safety of 
other children in his class.” We then have 
to find out whether he hits other children 
because he is attacked by them and has to 
defend himself ; because he is so anxious and 
insecure that he feels it is safer to hit first 
because he thinks they are going to hit him 
anyhow; because he imitates strong man 
figures he admires such as Superman; or 
because we are really dealing with a morbid, 
possibly schizophrenic suspiciousness and 
hostility. 

One of the most important gaps in our 


knowledge is that the limits of normal for 
children of different ages have not yet been 
established. In neuropathology: many find- 
ings which were once called abnormal are 
now known to belong to the “extent of the 
normal”(21). We may find this to be true 
also in child psychiatry. How far in degree 
and in terms of a child’s age can magic think- 
ing go before it can be termed pathological ? 
When should a dreamy child be diagnosed 
as pathologically withdrawn? Up to what 
age, in what type of child and to what de- 
gree is fantasy preoccupation compatible 
with mental health? This brings up the 
question of visual and auditory hallucina- 
tions. It is known that children normally 
have more vivid auditory and visual experi- 
ences than adults. They have to learn to 
distinguish fantasy from reality. Stories, 
especially in comic book format, on television 
and in the movies, are taken seriously and 
carried over into play, daydreams, dreams 
and projected into tests(17, 18, 24). During 
episodes of anxiety and especially before 
going to sleep many children experience 
visual, tactile and auditory fantasies which 
they may feel come from the outside and 
about whose reality they may not be quite 
certain. Piaget has found that until about 
the age of 9 a child may believe a shadow is 
a substance; it is therefore not surprising 
when a child reacts with fear when he sees 
shadows. The error is often made that such 
experiences alone are regarded as symptoms 
of a serious and malignant disease. The fact 
that most children have a positive eidetic dis- 
position(22) has to be taken into considera- 
tion also. Several of our cases were com- 
mitted on the basis of such symptoms which 
are really within normal limits. 

John’s diagnosis was based mainly on: “visual 
hallucinations.” He described the following: “I 
just close my eyes and I see elephants. Sometimes 
when I imagine things I can see it. I have to have 
my eyes closed. Sometimes I see cowboys. I make 
myself one of them. They do whatever you want 
them to do. Sometimes when I can not sleep I do 
it. Then I'd go to sleep.” 


What this boy described is what Dr. Jel- 
linek has called “spontaneous imagery” (11, 
12). It is not a pathological phenomenon 
and seems to be easier for children to pro- 
duce than for adults. 

Our cases include neuroses. They bring 
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up the interesting problem of differentiation 
between schizophrenic regression and neu- 
rotic fixation. Their prognostic evaluation 
is made especially difficult because some adult 
cases of schizophrenia have neurotic traits 
in childhood. The Mosaic test is here par- 
ticularly helpful(23, 25, 26). With its aid 
we can also distinguish cases of obsessive- 
compulsive neurosis on an affective basis 
with good prognosis from those malignant 
forms which are really symptoms of schizo- 
phrenia. 

Our cases show how erroneous dogmatic 
thinking may lead to contradictory therapeu- 
tic procedures. Often they are dangerous 
for the child. At any rate, they deprive the 
child of constructive social and psychothera- 
peutic measures. In many cases anti-convul- 
sive medication and then ECT was recom- 
mended in the same case within a period of 
a few weeks. Children of all ages are 
being subjected to lobotomies on the same 
basis(10). 

Childhood schizophrenia is at present in 
the United States a fashionable and much 
abused diagnosis. Careful clinical study in- 
dicates that far more often than not this diag- 
nosis is wrong. This is not only a threat to 
children living in a socially difficult milieu, 
but also hinders the progress of psychiatry 
as a science. 
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HISTORICAL ROOTS OF PSYCHOTHERAPY * 
NOLAN D. C. LEWIS, M. D.? 


If psychotherapy is to be considered as 
any procedure or process which changes be- 
havior or influences an individual towards 
a more adequate or satisfactory adjustment 
to his environment or e:.courages peace of 
mind, then its roots reach back into prehis- 
toric ages. Psychotherapy may be direct, in- 
direct, or entirely unintentional. It may be 
self acquired and applied, or initiated by 
others unintentionally, as it must have been 
in the ancient days through suggestion, per- 
suasion or by identification (or imitation) of 
the individual with the successful behavior 
of companions. If whatever occurred modi- 
fied the behavior of the individual success- 
fully, it was psychotherapy of some sort or 
order. 

If psychotherapy signifies mental healing 
or attempts in this direction its realm is in- 
deed vast. It includes hypnotism, suggestion, 
persuasion, education, the various so-called 
psychodynamic schools, vocational therapy, 
music therapy, religion therapy, particularly 
highlighted in the form of Christian Sci- 
ence, and the more recently developed group 
therapies. It is a fact that from the very 
beginning of medical practice, especially of 
psychotherapeutic practice, at least from the 
time of the Babylonians, the trained profes- 
sional workers had lay competitors, a situa- 
tion that still obtains and is growing. Freud 
once said, “There are many ways and means 
of psychotherapy. All methods are good 
which produce the aim of the therapy.” We 
attempt to detect from the earliest written 
records a trend here and there that can be 
recognized as having served, or having tried 
to serve, the individual in some favorable 
modification of his life situation. 

Although there is a great deal of ancient 
literature bearing on the field of medicine, it 
is probable that the greater part of it did not 
survive. The literature of one of the most 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2N. J. Neuro-Psychiatric Institute, Princeton, 
N. J. 


active and interesting eras in medical history, 
that is, the three centuries B. C., has reached 
us only in fragments. 

There is much that has been lost without even 
a trace. An inscription found by the merest chance 
tells us of a doctor who wrote 256 books but not a 
single fragment of these books survives. Considera- 
tions such as these will serve to emphasize the need 
of caution in historical reconstruction based on the 
fragmentary evidence that we happen to possess.® 


The practice of psychotherapy is always 
in keeping in a way with the social setting 
in which it occurs and Wundt’s scheme of 
the history of culture might be used in this 
connection to outline the development : 


. The period of primitive man 

. The period of totemism 

. The period of gods and heroes 
. The period of humanity 


One should probably assume that some 
sort of psychotherapy had been practised 
long before written history. It is known 
from various ancient sources that in the be- 
ginning no distinction was drawn between 
diseases of the body and of the mind, al- 
though special speculations on the nature of 
mind and thought have been in evidence since 
the beginning of any civilization. Certainly 
from the records it is safe to assume that in 
the childhood of medicine in Assyria, Baby- 
lonia, Egypt, India, Judea, Phoenicia, Greece, 
China, and in the ancient Western Hemi- 
sphere, the prevailing concept of disease was 
centered in some form of demoniacal influ- 
ence. The physician and the priest were one 
and the same person as they still are in cer- 
tain belated or primitive societies where 
exorcisms are used to drive out the evil spir- 
its as the supposed causes of disease. The 
physician of today is a direct descendant of 
the Egyptian, Chaldean and Druidic priests. 

As man progressed, the supernatural ele- 
ments began gradually to give way to more 
clearly observed facts and history indicates 
that the ideas of Greek natural philosophers 
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formed the first era of modern medicine. 
Their works demonstrate that they were not 
influenced by the gods, but searched for 
truth in other directions. Protagoras said, 


“I can know nothing concerning the gods whether 
they exist or not for we are prevented from gaining 
such knowledge not only by obscurity of the thing 
itself but by the brevity of human life.” 


However, he did not come out too well per- 
sonally since he was driven out of Athens 
as a reviler of gods and his books were 
burned in public. It has never paid to be 
too far ahead of your contemporaries. Chilo’s 
“Know Thyself” inscribed in the Temple of 
Delphi which Socrates considered the only 
object worthy of man, and the maxim “Man 
is the measure of all things” first uttered by 
Protagoras seem to be a starting point in 
Ionian philosophy from which the historian 
may proceed along the trends that lead di- 
rectly to modern psychotherapy. Protagoras, 
the Sophist who lived in the 5th century 
B. C. considered man to be the most helpless 
of all creatures, and the only weapon he has 
to combat the multitude of dangers confront- 
ing him is his mind. 

Celsus in the Christian era advocated 2 
widely divergent methods of therapy for the 
mentally ill. On the one hand he had a use 
for starving and flogging because he said 
those who have refused food start to eat and 
in some cases the memory is refreshed. On 
the other hand, he said that everything should 
be done to divert the melancholiac, and ad- 
vocated music, reading aloud, swinging in a 
hammock, sports, and pleasant surroundings. 

Coelius Aurelianus (400 A. D.) placed the 
patient under the best conditions of light, 
temperature and quiet, and recommended 
that everything of an exciting nature should 
be excluded. Of particular note are his ref- 
erences to tactfulness on the part of attend- 
ants, for the avoidance of antagonisms and 
to the limited and cautious use of physical 
restraint. He thought the physician should 
not see the patient too frequently, lest his 
authority become undermined. Theatricals, 
entertainments, riding, walking and work 
were all recommended, particularly during 
the period of convalescence. Topics of con- 
versation were to be such as would suit the 


patient’s condition. He also made the pro- 
nouncement that no philosopher had ever 
been able to cure completely a patient with 
mental trouble. Galen who contributed so 
much to early medicine, did very little for 
psychotherapy as such but worked almost en- 
tirely with the physical and drug therapies 
of the time. 

Dream interpretation for the relief of 
anxieties and fears as well as for prophesy 
is at least 2000 years old as is found in the 
writings of Plutarch, the great biographer 
of ancient times. His reports of dream inter- 
pretations are very interesting. 

Paracelsus (1493-1541) formulated a doc- 
trine of mental disease with psychic causes 
and advocated body magnetism which later 
became mesmerism and still later hypnotism, 
and Spinoza, the brilliant philosopher of the 
17th century, anticipated many of the con- 
cepts that Freud later discovered and devel- 
oped through clinical experience, but the 
foundation for modern psychotherapy was 
laid toward the close of the 18th century 
by Mesmer’s “magnetism.” His graduation 
thesis from the University of Vienna in 1766 
was entitled “On the Influence of the Planets 
on the Human Body.” His views were a 
mixture of the known physiology and the 
astrology of the times. Some investigators 
have claimed that Mesmer really expressed 
ideas that he had gathered from Paracelsus 
and from a Scottish physician, William 
Maxwell. 

Since I have stated that the foundation or 
roots of modern psychotherapy is to be found 
in Mesmer’s pioneering ideas we shall look 
a little closer at what happened there; al- 
though the story is familiar to most of you, 
there are some points deserving of emphasis 
in my particular topic. Mesmer believed 
thoroughly in the genuineness of his dis- 
covery and after years of outstanding success 
he attempted to gain recognition from the 
Royal Medical Society and the Paris 
Academy of Science, but the members of the 
scientific committee appointed by Louis XVI 
in 1784 to investigate the matter reported 
that cures were genuine but were due to the 
imagination or imitation in the patients and 
had no scientific basis. This was exactly 
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Mesmer’s idea, that people influence each 
other just as the magnet influences iron fil- 
ings, that is, they either attract or repel each 
other. It is of some interest that the famous 
Lavoisier and our own Benjamin Franklin 
were members of this investigating commit- 
tee. This scientific committee made no effort 
to inquire into the nature of this imagina- 
tion and imitation which apparently caused 
cures and Mesmer died about 30 years later 
in obscurity. He actually laid the foundation 
for hypnotism and other forms of suggestion 
as well as other types of psychotherapy 
which began a century later. 

Some have advocated that Mesmer was a 
conscious charlatan but this is doubtful. He 
was probably given to a bit of showmanship 
and dramatic flairs, a tendency from which 
some of our own contemporaries are not en- 
tirely free, but withal Mesmer believed in his 
theories and in their efficacy in therapy. The 
Marquis de Puysigur first discovered som- 
nambulism. He noticed that some subjects 
spoke and acted during the hypnotic sleep as 
if they were aware of what they were doing 
but retained no memory of their actions. He 
said, ‘“They have acted as if ina dream.” In 
1815 a Portuguese, Abbi Faria, showed that 
certain individuals are so sensitive and im- 
pressionable that they go to sleep upon a 
positive command to do so, thus demonstrat- 
ing that Mesmer’s manual or magnetic con- 
tact was not always necessary. A number of 
English surgeons used Mesmer’s technique 
in practice and one of these, James Braid, 
called the phenomenon “hypnotism,” since 
sleep was the most important factor rather 
than Mesmer’s magnetic fluid theory. 

Johann Christian Reil (1759-1813), pro- 
fessor first at Halle then at Berlin, in addi- 
tion to demonstrating that parts of the brain 
controlled certain parts of the body, in 1803 
wrote a book, Rapsodieen, on mental treat- 
ment (psychotherapy) and in 1805 founded 
the first journal for mental disorders. Jean 
E. D. Esquirol (1772-1840), the successor of 
Pinel at the Salpétriére in Paris, organized 
10 mental hospitals. He advocated the uti- 
lization of the colony system for the mentally 
ill and a boarding out system for suitable 
mental patients requiring prolonged super- 


vision. In 1821 he visted the celebrated vil- 
lage of Gheel in Belgium where for centuries 
it had been the custom to board out patients 
but where no physician had previously in- 
vestigated these possibilities. Subsequently 
by his initiative in 1832 the first colony for 
the mentally disordered was organized in the 
suburbs of Paris. It was called the “Farm of 
Saint Anne,” and later it became famous and 
served as a model along these lines. 

The first systematic reactions against a 
mechanistic and static attitude in psychologi- 
cal medicine developed in France where in- 
terests in purely mental phenomena were 
not considered as a regression into medieval 
superstitions. In Nancy, Bernheim (1840- 
1919) and Liébault (1823-1904) developed 
a center for research in hypnotic phenomena. 
The former published his book Hypnotism, 
Suggestion and Psychotherapy in 1891 which 
represented the scientific attitude and appli- 
cation of hypnotism. He, with Liébault, 
demonstrated the phenomenon as due to sug- 
gestion for which verbal stimuli could be 
substituted for sensory stimuli. 

Although Charcot the famous neurologist 
had paved the way for modern directly ap- 
plied psychotherapy, previous to 1900 there 
were no physicians specializing in psycho- 
therapy and calling themselves psychothera- 
pists as far as I can find. The word “psycho- 
therapy” as such was not generally known 
or at least it did not appear in such psychi- 
atric works as Clouston, Weygant, Bianchi 
or White. 

The English translation of Dubois’ The 
Psychic Treatment of Nervous Disorders 
was published in 1905 by S. E. Jelliffe and 
W. A. White. Dubois was not in favor of 
hypnosis. He said, 

The psychotherapy, which I call rational, has no 
need of this sort of preparatory narcosis or hypnosis, 
or of this hypersuggestibility that is itself sug- 
gested. It is not addressed to an impressionable 
polygon, but simply to the mind and the reason of 
the subject the psychic therapy is indicated in all the 


affections in which one recognizes the influence of 
mental ideas, and they are legion. 


Dubois was also opposed to re-education 
since it involved the influence of authority, 
suggestion and suggestibility, all of which he 
asserted were of only temporary effect, and 
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were probably detrimental in the long run. 
Therefore he says, 


I recognize but one means of education, persua- 
sion by means of proof by demonstration, by logical 
induction and by reason which touches the heart. 
Of the proof of this last means there are all degrees. 
Precise, but cold proof dispenses with every emo- 
tional outlet. It appeals only to reason. 


Dubois rejected hypnotism because of au- 
thoritative aspects while Freud ceased prac- 
ticing it mainly on the basis that it did not 
afford insight into the origin and meaning 
of the symptoms. 

It is usually conceded that the psychology 
of hypnotism and other forms of suggestion 
was unknown until Ferenczi explained it on 
the basis of a father-child relationship. If 
the child has confidence in the father, or a 
father surrogate, he will obey what is told 
him. Bernheim, who was an outstanding con- 
tributor in the field of hypnotism and sug- 
gestion, pointed out that our whole mental 
life is filled with the phenomena of sugges- 
tion. We influence others and they influence 
us constantly by this means. 

The famous Pinel, contemporary of Mes- 
mer, advocated “moral treatment” which was 
a form of psychotherapy adopted by many 
of the psychiatrists of the times. From the 
descriptions, apparently what was known as 
“moral treatment” was in effect comparable 
_ in several respects to modern “total push” 

procedures since it included psychotherapy, 
occupational therapy, and _ recreational 
therapy. It would seem that the founders of 
American psychiatry, particularly Pliny Earl 
who described the moral treatment at the 
Bloomingdale Hospital in 1845, and Amariah 
Brigham the superintendent of the Utica 
State Hospital in New York, who defined 
the treatment in 1847, from their descrip- 
tions were making active applications of psy- 
chotherapy along with the various diversions 
and recreations, lectures, etc. that were af- 
forded the patients. Isaac Ray was also a 
skilled moral therapist who pointed out the 
advantages of the moral therapy procedures. 
One of Earl’s favorite means of treatment 
was formai instruction including various lec- 
tures and school exercises in natural philoso- 
phy, chemistry, physiology, astronomy; 
physical, intellectual and moral beauty; 


poetry, history, etc. to influence the mind. 
The descriptions of these lectures reminds 
one of group therapy sessions. They were 
delivered in the evening and were often at- 
tended by as many as 70 patients. 

In order to bring the fragments of the 
origin and growth of psychotherapy into a 
concise picture, I would say in summary that 
out of prehistoric times there gradually de- 
veloped the priest-physician whose activities 
often involved what became known as de- 
monology. From this now somewhat obscure 
and diffuse mass evolved 2 trends, namely, 
bodily magnetism, and the roots of what was 
later called moral therapy. These were not 
clearly separate and distinct any more than 
their derivatives are at the present time but 
they overlapped and combined in various 
ways and settings. 

Bodily magnetism became mesmerism 
from which has stemmed directly the organ- 
ized suggestive therapies and hypnotism 
which not only is still practiced actively but 
which fathered and stimulated the creation 
of psychodynamics as expressed in psycho- 
analysis (Freud), analytical psychology 
(Jung), individual psychology (Adler), in- 
terpersonal psychiatry (Washington School) 
and the group therapies. 

Not only is modern hypnotism a direct 
residue of mesmerism but so are: I. mag- 
netic cures—magnetic belts, Weltmerism, 
magic charms, etc.; 2. Self cures: Coueism, 
autosuggestion, “will training,” etc.; 3. se- 
ance cures: quasi religious and semi-mystical 
cults; 4. religious cures: Christian Science 
(a direct offshoot from Mesmer by a disciple 
Phineas Quimby through Mary Baker 
Eddy). 

The root that one might call moral therapy 
through the many years has branched into 
suggestion, persuasion, explanation, ergo- 
therapy, vocational therapy, the various rec- 
reational and educational programs, family 
care and several others that could be men- 
tioned. However, in keeping within the time 
at our disposal I will leave you with the hope 
that you will find in this brief sketch the ap- 
parent historical roots and some high spots 
in the course of the growth of psycho- 
therapy. 
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Research on the relationship of psychiatric 
treatment to social class by a team of soci- 
ologists and psychiatrists at Yale University 
(2, 7) established that patients in the dif- 
ferent social classes of the community re- 
ceive different psychiatric treatment. The re- 
lationship of class to treatment is very defi- 
nite and stronger than the relationship of 
diagnostic categories to types of treatment. 
There are marked differences in 1. referral 
to treatment, 2. types of treatment, 3. dura- 
tion of treatment, 4. type of agency and psy- 
chiatrist administering treatment, and 5. ef- 
forts to rehabilitate the patient. Focusing 
on psychotherapy, we found that intensive 
and dynamically oriented psychotherapy is 
almost absent in the lower classes; this does 
not mean that such therapy in the lower 
classes is not possible, it only means that, at 
least for social and economic reasons, it is 
carried out rarely and inefficiently. The most 
general explanation for this phenomenon is 
difficulty in communication between lower 
class patients and psychiatrists. In examin- 
ing this problem further, our attention was 
directed to a deep split in the practice of 
psychiatry in our community(6). Although 
we examined only practice patterns in our 
community, we believe that careful extrap- 
* olation of our findings to other communi- 
ties may be justified. 

We refer to the two practice groups in 
psychiatry as the analytic-psychological, or 
A & P group, and the directive-organic, or 
D & O group. The latter group is often re- 
ferred to as the eclectic group—a term which 
we, for various reasons, do not use. Few 
practitioners are true eclectics, t.e. persons 
who do not adhere to any school of thought 
and borrow from all schools. There are great 
and independent minds who do not fall into 
any group—we prefer to speak of them as 
individualists—but the great majority of 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill. May 
13-17, 1957. 

2 Professor and Chairman of the Department of 
Psychiatry, Yale University School of Medicine, 
New Haven, Conn. 
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psychiatrists belong to one camp or the 
other ; exceptions are also some workers in 
the psychosomatic field. This split, we hope, 
will not last forever, but it exists in mid- 
century psychiatry in the United States and 
Canada. We also think that the division into 
A & P and D & O psychiatrists is more sig- 
nificant than a division into private practi- 
tioners and psychiatrists working in hospi- 
tals, clinics, administrative and academic 
positions, although we have noticed that the 
group of private practitioners of psychiatry 
has become the group with the highest 
prestige in the field. 

Our division is based on criteria of prac- 
tice, including its underlying theory, and on 
the psychiatrist’s training. The A & P group 
essentially practices so-called dynamic psy- 
chotherapy and psychoanalysis; its practices 
are based on current psychoanalytic theories. 
The emphasis in therapy is on gaining in- 
sight into unconscious forces, strengthening 
the ego through such insight, and enabling 
the patient to abandon irrational and malad- 
justed behavior. The techniques are analytic 
and not directive or manipulative. If direc- 
tive or manipulative procedures are carried 
out, they are supposed to be based on analytic 
insight of the therapist into the patient’s 
ego weakness which requires temporary 
support, direction and manipulation. The 
“personality” of the therapist is supposed to 
be less important for the treatment process 
than the technique. The approach is almost 
entirely psychological. Organic methods of 
diagnosis, such as physical examination, 
medical and laboratory procedures, are ex- 
traneous to it and are, if necessary, carried 
out by other specialists. Although these 
A & P psychiatrists belong to a number of 
different professional organizations—there 
are about a half-dozen of them—often oppos- 
ing each other on various theoretical and 
practical issues, they present a group with a 
definite ideological uniformity and also with 
considerable similarity in their practice pat- 
terns. The practitioners of this group con- 
sist of psychoanalysts of various schools, and 
of those who have had partial training and 
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experience in analytic theory and practice ; 
the latter being considered, and amazingly 
enough considering themselves, second class 
citizens within this particular camp. There 
are also wide differences in participation and 
devotion to research and teaching. 

The D & O group is even more hetero- 
geneous, ranging from practitioners who em- 
ploy directive methods of psychotherapy 
such as reassurance, persuasion, suggestion, 
and support reinforced by advice and occa- 
sional tranquilizing or excitatory drugs, to 
those who rely primarily on various forms 
of organic treatment such as drugs, shock 
therapy, and psychosurgery. These practi- 
tioners have a definite organic orientation, 
carrying out physical and neurological ex- 
aminations and medical procedures, such as 
blood tests, lumbar punctures, etc. Many 
of their explanations—to themselves and to 
their patients—and much of their research 
is couched in terms of organic medical 
knowledge. Actually, much organic research 
is not carried out by D & O practitioners, 
but by basic scientists. To a certain degree, 
this is also true for basic research in the 
analytic psychological field. The directive 
methods of psychotherapy of the D & O 
group are based more on so-called common 
sense, clinical experience, and the assump- 
tion of an authoritarian professional role 
than on the uncommon sense of scientific 
psychological theory. To a certain extent, 
they are guided by biological theory, although 
most of their therapies are crude, empirical 
methods such as shock treatment and lo- 
botomy. The success of their maneuvers—and 
they can be quite successful—often depends 
more on the personality of the therapist 
than on the technique. This group is so- 
cially closer to the core of the medical pro- 
fession in their allegiances and associations, 
in their professional interests and also in 
their training, which naturally favors the 
biological sciences and looks to them for 
guidance and progress. Davidson(1), in his 
interesting discussion of economics of psy- 
chiatric practice, pointed to the fact that 
certain psychiatric groups will make house 
calls, give “courtesy” discounts to colleagues, 
and see emergencies, which many A & P 
practitioners will not do. There are also a 
number of other social characteristics of 


these two groups, which Hollingshead and I 
have listed in our forthcoming book(2). I 
do not claim to be entirely objective in my 
appraisal of the two groups, although I am 
trying to take a neutral position. My sympa- 
thies are with the A & P group in spite of my 
appreciation of the need for treatment and 
particularly for research in the organic field. 

It is my impression that the existence of a 
strong A & P group is one of the outstand- 
ing characteristics of American psychiatry. 
There are also other characteristics, as Lidz 
and Lidz(5), Ruesch and Bateson(8), 
Whitehorn(g), Knoepfel and Redlich(3), 
and others have reported. The relative im- 
portance of dynamic psychiatry, however, is 
striking and I will devote the rest of this 
paper to a discussion of this particular fea- 
ture of American psychiatry in relation to 
the culture of our country. Let me make 
reservations before I continue: the first 
reservation is that in speaking of United 
States culture in this particular context, I am 
speaking of middle and upper class culture 
in large metropolitan areas, particularly on 
the Eastern Seaboard, the West Coast and 
the Midwest. The second reservation is a 
limitation of my discussion to dynamic psy- 
chiatry and the influence of psychoanaly- 
sis on this type of psychiatry. I will not 
discuss the much broader topic of why 
psychoanalysis has flourished in this coun- 
try and influenced many areas of its 
cultural life. The question arises now why 
psychoanalysis has made such an impact on 
American psychiatry that it has led, in com- 
parison with other countries, to the evolution 
and striking growth of a special type of 
psychiatry, first spoken of as psychoanalytic 
and later as dynamic psychiatry. To answer 
that this happened because a large number 
of Continental psychoanalysts, fleeing from 
dictatorship, found refuge on the shores of 
this country would be begging the question. 
Certainly, able and well-informed refugees 
in other fields of art and science have con- 
tributed to the culture of the host country, 
but they have not gained such widespread 
scientific and social importance. To answer 
that American scientists, practitioners, and 
the American public in general have accepted 
analysis because of their superior grasp of 
the pertinent questions would hardly do jus- 
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tice to the intelligence and integrity of the 
expert and intelligentsia outside of the 
United States. Actually, this type of argu- 
mentation—only in reverse—has been pre- 
sented by some European critics : that Ameri- 
cans are gullible and uncritical and accept 
psychoanalysis without any good evidence. 
I believe that the answer is more likely to be 
found in certain peculiarities of American 
culture, and particularly the culture of its 
upper classes, which may explain the affinity 
of United States cultural values to psycho- 
dynamic thought. Underlying my thesis is 
the assumption that no culture can resist for 
a long time the impact of unassailable scien- 
tific evidence ; however, if scientific data are 
of a low order of certainty cultural conditions 
will help or deter the acceptance of scientific 
systems and practices which are based on 
them. About the relative acceptance of dy- 
namic psychiatry in this country, I will, in the 
absence of empirical research on this subject, 
proceed to speculate. 

The first hunch I offer is that the American 
culture values rationality and, therefore, 
strongly believes in science. It accepts a “Sci- 
ence of Man” which endeavors more than 
anything else to replace the irrational with 
the rational. In general, Americans try to 
“face things squarely” and claim to believe 
in reason. To be “adjusted,” as Ruesch and 
Bateson have pointed out, is very important 
in this culture. The second reason for the 
acceptance of dynamic psychiatry is its em- 
phasis on development and growth. Anglo- 
Saxon culture, and American culture in 
particular, is a child-loving culture with a 
pronounced appreciation and esteem of chil- 
dren, in contrast to Latin and Germanic 
countries where the prevalent attitude is 
more authoritarian and favors the apprecia- 
tion of the finished product, the grown-up. 
A science which optimistically emphasizes 
the importance of growth and the potential 
for development is likely to flower in a young 
pioneering culture of “self-made men.” In 
connection with this, we might mention that 
a psychiatric approach which emphasizes the 
importance of heredity, of race, of biologi- 
cal characteristics, is less likely to develop in 
this country. The third reason is the empha- 
sis on the individual’s rights and privileges. 
Psychoanalytic psychiatry is basically a sys- 


tem of thought oriented about the individual. 
It recognizes that each patient is different 
from others and considers the rights of the 
individual patient more than the prerogatives 
of any collective group to which the patient 
belongs. It is the individual who is not 
rugged and also the individual who cannot 
or does not wish to be identified readily with 
powerful and established groups who often 
seeks and needs the help of dynamic psy- 
chiatry more than others. It is the individual 
who is caught up in the cross-currents of 
United States melting pot with its strong 
social mobility and rapid changes. In this 
type of social setting, dissatisfaction with 
one’s self-realization, and self-conception of 
being neurotic are bound to occur more fre- 
quently than in stable and unchanging so- 
cieties. In such a culture need for the type of 
intervention we have labeled “dynamic psy- 
chotherapy” and “psychoanalysis” is bound 
to be expressed. The dynamic psychiatrist 
(and actually most psychiatrists) is put into 
the role of a sage and friend who is supposed 
to provide guidance based on science rather 
than belief. One might also say that this 
culture is avid for sages and friends, prob- 
ably because they are rare. There is also an 
implicit obligation in dynamic psychiatry 
to undo any wrongs which were inflicted 
upon the patient—as an infant, as a child— 
when he was helpless and could not defend 
himself nor determine his own fate. This 
sense of social justice, inherent in Judeo- 
Christian tradition and well embodied in the 
American culture, is one of the noblest and 
most appealing values underlying psychody- 
namic theory and practice. There are no 
words which can convey better the meta- 
physical basis of psychodynamic theory anc 
practice than the words of the Declaration of 
Independence: “. . . that all men are cre- 
ated equal; that they are endowed by their 
Creator with certain inalienable rights ; that 
among these are life, liberty, and the pursuit 
of happiness.” The fourth reason is the 
avowed purpose of psychodynamic psychi- 
atry to recognize and eliminate irrational 
fear. A strong intolerance for pain and fear 
are quite characteristic of American living ; 
Americans are also quite prone to admit and 
to express pain and fear. During times of 
war, a comparison of soldiers of various 
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nations bore this out quite clearly. Present 
day American culture, in spite of the Puri- 
tanic heritage and possibly as a reaction to 
it, is by no means a Spartan one and power- 
ful institutions in our society serve the pur- 
pose of eliminating pain, fear, and loneli- 
ness, and endeavor to make life comforta- 
ble and soft. To a certain extent, dynamic 
psychiatry may serve such a hedonistic trend. 
The last reason is mentioned by Lasswell 
(4), who thinks that psychoanalytic thought 
has been so avidly accepted in the United 
States because it has offered some guidance 
in what Sorokin called the sexual revolution 
of this country. Guilt over sexual activity 
in a country with strong puritanic tradition 
has been intense, and dynamic psychiatry 
offers some hope—based on scientific dis- 
covery rather than belief—to reconcile desire 
and conscience and to alleviate guilt, anxiety, 
and frustration. This particular function 
of dynamic psychiatry and its mother dis- 
cipline, psychoanalysis, has often been mis- 
understood. Psychoanalysis and dynamic 
psychiatry have been accused by some ad- 
versaries of advocating license and indul- 
gence. Nothing in psychoanalytic and psy- 
chodynamic teaching can be construed to 
permit such interpretation; Freud was an 
austere man who abhorred lack of discipline. 
Although he pointed very clearly to the 
primitive sexual and aggressive instincts 
which have such a profound influence on hu- 
man behavior and make men seem to be 
worse than was commonly assumed, he also 
realized that man is much better than he 
seems to be. In connection with the im- 
portance of modern dynamic psychiatry for 
a proper orientation in sexual matters, we 
might add that both the “sex problem” in 
the United States and the preoccupation of 
American psychoanalysis and dynamic psy- 
chiatry with sex, have changed greatly. To- 
day, the important theoretical and practical 
interests of psychoanalysis and dynamic psy- 
chiatry are the genesis and function of the 
ego, the problem of anxiety, conflicts with ag- 
gressive and dependency needs, and the de- 
fense mechanisms, and not only what has 
been referred to as the older “Id psychol- 
ogy,” largely preoccupied with the vicissi- 
tudes of the sex drive. We might add, 
however, to our observations that psycho- 


analysis and dynamic psychiatry are less 
likely to flourish in a culture which has less 
guilt over sex, aggression, and dependency— 
either because behavior is freer and not 
under very severe controls, or because there 
has been a chance for better sublimation for 
individuals and groups. 

In addition to the above considerations, 
we feel that psychoanalysis needs a tolerant 
and permissive culture for its development. 
It will not grow in a totalitarian or dogmatic 
culture. It never existed for any length of 
time under dictatorships, in societies with 
rigid caste systems and strictly defined social 
obligations, and it does not do well in sub- 
cultures with strong and stern doctrines. 
Recently, the Catholic and Protestant Funda- 
mentalist opposition to psychoanalysis and 
dynamic psychiatry have become less formi- 
dable, but there is still inherent antagonism. 
Although psychodynamic psychiatry pro- 
fesses specifically NOT to have an explicit 
value system, it threatens the strict religious 
and political dogmas of other systems. It 
seems to do this by its implicit values rather 
than by explicit statement. Like other great 
intellectual movements, its spirit is revolu- 
tionary, even if most of its disciples—today 
—are conservative citizens. Sigmund Freud 
—whom Ernest Jones calls a revolutionary 
genius—furnished considerable intellectual 
ammunition to destroy our most carefully 
guarded shibboleths ; however, Freud did not 
go beyond a statement of fact; being a true 
analyst, he was very cautious in his recom- 
mendations, 

There is one additional feature of an eco- 
nomic nature which deserves mention. Treat- 
ment by methods of dynamic psychiatry is 
expensive for the individual patient and it 
takes a wealthy country to support this type 
of practice. To my knowledge, the United 
States is the only country where many dy- 
namic psychotherapists earn a comfortable 
living and enjoy a rather high degree of 
social prestige. It is undoubtedly the country 
whose citizens are most willing and able to 
spend public and private money on behav- 
ioral therapies. I believe I should mention— 
after pointing to the reasons for cultural 
acceptance of psychodynamic psychiatry— 
two features of dynamic psychiatry and 
psychoanalysis which run counter to our cul- 
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ture. One trait—which has bothered me 
considerably—is a tendency to be dogmatic 
in writing and practice, and to accept too 
easily the doctrinnaire teachings; there is 
reason to believe that this trait will be over- 
come, The second point was referred to at 
the beginning of this paper: unfortunately, 
acceptance of a basic science does not mean 
implementation of a practice. Affinity of 
psychoanalytic ideas to cultural values of this 
country did not ensue in the wide-spread 
practice of analysis. Psychoanalytic therapy, 
largely for socio-economic reasons, is re- 
stricted to a very small segment of the popu- 
lation. Will this ever change without train- 
ing a less expensive therapist or supplying 
public funds for such treatment or possibly 
discovering more economical methods of 
treatment ? 

To paint a picture of psychoanalytic and 
psychodynamic psychiatry thriving without 
challenge or criticism in the United States 
culture would be wrong. As elsewhere in 
the world, there is considerable opposition 
and resistance to psychodynamic theory: 
some of it critical and constructive, much of 
it more vociferous than informed. Dynamic 
and psychoanalytic psychiatrists have often 
been over-sensitive and unnecessarily defen- 
sive to such criticism and have stayed apart 
from the centers of learning and thinking 
where free discussion—sine ira cum studio— 
may take place. When the memory of past 
hurts becomes dim, the group may have less 
need to huddle together to protect the tiny 
flame of progress. Will psychoanalysis have 


an increasing effect on theory and applica- 
tion of education and the social sciences, and 
psychiatry turn once more to the biological 
sciences and therapy? Or, will in due time, 
as we hope, the various psychiatric schools 
and factions mature and disappear to make 
place for one scientific psychiatry? Is this 
expression of hope just a _ pipe-dream? 
Maybe—but I think there is some beginning 
evidence this wish will come true. 
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The characteristic of dynamic psychother- 
apy, as presented in this discussion, is that 
psychotherapy must be guided by current 
and past psychopathologic findings, with the 
technical procedures adjustable to the psy- 
chopathologic changes. In current thinking, 
psychopathology includes the two inseparably 
linked aspects of the overt and the covert. 
The overt data are directly observable and 
describable, including symptoms and dynamic 
factors. The covert data include dynamic 
factors which are not directly recognizable 
or even demonstrable. Most of us would ap- 
ply to them the concept of the unconscious 
which, however, other psychiatrists and psy- 
chologists might reject. This theoretical dif- 
ference should not have an influence on the 
therapeutic procedures. The adjective “dy- 
namic’ emphasizes the dynamic aspect which 
is inherent in psychopathology and the dy- 
namic aspect of the therapeutic procedure. 
All factors which have dynamic significance 
in psychopathologic reactions or in the well- 
functioning of a person demand attention 
in treatment whether they be physiologic, 
psychologic, social, or cultural. However, 
their therapeutic significance depends on the 
constellation with other factors, the period in 
the person’s life during which they occur, 
and the degree of their flexibility. These 
introductory statements will be recognized 
in the discussion of some concepts which are 
applied in psychotherapy. 

Among the basic concepts of psychopath- 
ology might be mentioned the ready change- 
ability of psychopathologic manifestations 
and their subjective coloring. The meaning 
of symptoms and dynamic factors varies ac- 
cording to the individual and within his life. 
Every person has his ‘orientation in a given 
time and place and situation, and this needs 
to be investigated and its meaning estab- 
lished. The need for critical evaluation and 
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reevaluation of findings is well recognized in 
the treatment of children and adolescents 
and of psychopathologically severely dis- 
turbed patients. It is not sufficiently recog- 
nized in the intensive treatment of psycho- 
neurotic and minor personality problems, and 
this error may lead to psychopathologic com- 
plications or a therapeutic stalemate which 
could have been avoided. 

Insufficient awareness of social implica- 
tions and the exclusion of relatives from 
contact with the therapist may lead to hard- 
ships which could be avoided without imped- 
ing, or perhaps even favoring, the therapeu- 
tic progress. While going over my notes on 
a psychoneurotic patient who was treated 
ambulatorily over a period longer than a 
year, with very good therapeutic results sus- 
tained for many years, I found that I had 
completely and deliberately avoided contact 
with the marital partner. As is evident from 
the patient’s material, a devoted wife suffered 
considerably from bewilderment and anxie- 
ties because of the changes in the patient’s 
behavior during this long period of treat- 
ment. Had there been periodic interviews 
with the wife, I should have been able to 
alleviate her unnecessary anxieties without 
interference of the patient’s treatment. This 
type of mistake is usually avoided in the 
treatment of behavioristically disturbed pa- 
tients, especially when psychotherapy is car- 
ried out in a hospital which is psychothera- 
peutically well oriented, but may occur 
readily in a busy ambulatory practice. 

Psychotherapy cannot be restricted to in- 
vestigation and change of psychodynamic 
factors but should concern itself with all 
types of dynamic factors, including physical, 
family, and socio-economic aspects. The de- 
sire to carry out a procedure limited essen- 
tially to the psychodynamic aspects of the 
illness may appeal to one’s scientific needs 
and to theoretical demands, but it will rarely 
be the best psychotherapy. 

Dynamic psychotherapy must accept our 
limitation of etiologic knowledge and the 
changing of theories with the progress of 
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psychiatry, including psychopathology, and 
of medicine in a constantly changing culture. 
In the history of medicine there has always 
been changing dominance of causal or teleo- 
logical theories influencing medical treat- 
ment. We also can see a changing emphasis 
on the treatment of illnesses and their phases 
or of the patient as a person, of stress on in- 
fluencing primarily the person or his environ- 
ment, and on the psychologic or physical 
means of therapy. The therapist cannot es- 
cape the influence of the period in which he 
lives and its effect on his experience and 
growth as an individual. However, he must 
be aware of the influences and bring them 
into critical accord with the therapy he plans 
to practice. Such an attitude will prevent 
him from having goals which are too limited 
or too far-reaching and from focusing almost 
exclusively on conscious factors and material 
or on the exploration of unconscious dy- 
namics, 

It has become increasingly accepted that 
insight into the dynamics of a psychiatric 
disorder and an understanding of desirable 
adjustments are highly desirable goals for 
the therapist to obtain for guidance in ther- 
apy. The same need does not apply to the 
patient. A limited insight is always thera- 
peutically desirable but frequently not pos- 
sible. Fortunately the therapeutic results 
rarely depend on the insight obtained. This 
fact is not surprising when we consider the 
many and varyingly significant psychologic 
and psychopathologic actions which contrib- 
ute to healing. The therapeutic stress on in- 
sight is linked to the high value which in our 
culture is placed on intellectual functions and 
to insufficient evaluation of emotional, bio- 
logical, and social factors—a bias in favor 
of intelligence which many protagonists of 
the importance of insight would deny indig- 
nantly. 

The study of the individual and of his 
development in the world in which he lives 
is of basic importance to dynamic psycho- 
therapy. The significance of dynamic events 
in childhood can still be recognized in psy- 
chopathologic manifestations in later life. 
The social relations in the present are linked 
closely to those in childhood. The desira- 
bility of investigating such dynamic factors 
in the years over 50 has often been demon- 


strated. However, how far one should push 
and how the material elicited is to be evalu- 
ated depend on many factors. In the ado- 
lescent group, for example, anxiety-con- 
nected material may bring forth intense 
anxiety which in turn may lead to marked 
difficulty in concentration and occasional 
vagueness of concept formation, or hostile 
resentment with projections, which become a 
severe impediment therapeutically or may 
cause the psychiatrist to make an erroneous 
diagnosis of schizophrenic illness and change 
the treatment drastically. A change to a 
therapeutic approach which considers the 
alleviation of anxiety essential and a utiliza- 
tion of resources which are available despite 
the thinking disorder usually leads to a fast 
improvement of these disturbing symptoms. 
Afterwards, further dynamic investigation 
becomes possible if one is on the lookout for 
early danger signals and is able to evaluate 
the intensity of related anxiety. On the other 
hand, in elderly persons with unrecognized 
early cerebral arteriosclerosis, anxiety may 
lead to an organic type of thinking disorder 
which may be persistent. In such cases, a 
change of approach and goals is necessary. 
An important point is that emotions have 
a different impact not only in intensity but 
also in regard to the phase of personality 
development in which they occur. Their 
meaning varies and their psychopathologic 
influence and expression differ. These facts 
must be considered in treatment, and the 
types of emotions and their meaning should 
be analyzed. Further knowledge will affect 
our theoretical formulation of the relation- 
ship of emotions to personality development. 
Applying this general discussion to psy- 
chotherapeutic technique, I wish to mention 
first the desirability of considering which 
analytic procedure would best fit the psycho- 
pathologic problems present, including the 
patient’s personality in his life setting. To 
be considered are duration and frequency of 
the therapeutic sessions, more active or pas- 
sive participation of the therapist, and need 
for interpretations, guidance, and advice. The 
choice of terminology may reveal the thera- 
pist’s conscious or unconscious attitude to 
the patient. Therapeutic interview, for ex- 
ample, has a different meaning than review 
or conversation. Elicitation of dynamics is 
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not the same as exploration. Any one of these 
techniques is desirable in specific situations, 
none of them in all. 

The relationship between the therapist and 
patient has received much attention, and 
transference relationship and transference 
neurosis are recognized as valuable proce- 
dures. Less is known about indications, con- 
traindications, and need for changes in proce- 
dures during treatment. In any therapeutic 
relationship the physician with his pres- 
tige, his unavoidable assertions on procedures 
and their meanings, and his personal life, 
exerts a strong influence on the patient. 
These factors are unavoidable and may be 
minimized or utilized by the patient’s psy- 
chopathologically determined needs or the 
physician’s conscious or unconscious motiva- 
tions. In some conditions, resistances should 
be analyzed when they occur ; in others, they 
should be dealt with indirectly, e.g., in schizo- 
phrenic negativism or paranoid defensive re- 
actions, expressed in aversion to the physi- 
cian or to therapeutic influences. Provoking 
resistance should be evaluated critically. 

The meaning of the closeness of two per- 
sons, where there is complete or partial ex- 
clusion of outsiders and where desirable and 
undesirable dynamic factors are enhanced, is 
little understood or therapeutically utilized. 
One speaks readily of the anxiety which this 
closeness may cause in some reserved, aloof, 
or schizophrenic patients. This explanation 
is insufficient and therapeutically undesirable 
because of the complexity of the situation 
which must be investigated. Based on care- 
ful consideration, the therapist should evalu- 
ate the desirability of an exclusive relation- 
ship with the patient or of inclusion of other 
pertinent people. The current tendency of 
psychiatrists to avoid active participation by 
consultants and their repeated direct contact 
with the patient under treatment deserves 
critical scrutiny. Experience in teaching hos- 
pitals emphasizes that the value or the detri- 

mertal effect of the actively participating 
consultant depends more on the technical 
procedure and on the psychopathologic condi- 
tion than on anything else. My own attitude 
is that the consultant can be a constructive 
factor in treatment without interfering with 
the effectiveness of the therapist if he is 
willing to avoid assuming an active role. 


The psychoanalytic concept of working 
through is important if applied judiciously 
and with a willingness to curtail or prevent 
working through when psychopathologic 
changes or general therapeutic consideration 
make this change desirable or necessary. 
Emotions and life experience may be kept 
stirred up while actual working through is 
impossible. Much repetition may prove to 
be undesirable, and decentralization and de- 
sensitization should be chosen as more effec- 
tive tools. By decentralization is meant a 
procedure which makes the patient aware of 
the fact that he has treated a certain experi- 
ence or a human relationship or a limited set 
of dynamic factors as the nucleus of his 
difficulties and that they have to be re-studied 
and re-attacked until solved. It is worth- 
while to remember that such over-valuing is 
well known in many psychopathologic con- 
ditions, especially in paranoiac reactions. It 
is therefore to be expected that the working 
through would fail as a therapeutic tool in 
paranoiac and paranoid reactions, and in the 
related psychopathologic reactions which may 
occur in intense resentment, anxiety, and 
insecurity. 


The possibility of undesirable, repetitious working 
through is illustrated by the case of a 42-year old 
married woman who suffered from a transient para- 
noiac episode. In the convalescent psychotherapeutic 
phase, her frequent abandonment in childhood by 
her parents was constructively analyzed. Two 
months later, her parents who had come to her aid 
during her illness left her home on short notice. 
The patient felt “painfully depressed.” An analysis 
of the meaning of “painfully depressed” revealed the 
present intense emotional experience in its com- 
plexity and the corresponding childhood reactions 
without bringing out essentially new aspects. The 
therapy was therefore directed toward attaining the 
ability to accept her parents as they were then and 
had been, and to rely on a husband who although 
unsatisfactory in many ways was able to offer a 
special type of reliable strength. 


There are emotional reactions which, in 
some psychopathologic settings, may be pro- 
longed or intensified by attempts at working 
through. Outstanding among them may be 
resentment and sexual unrest. The physi- 
cian’s clinical judgment will enable him to 
decide at various phases of treatment 
whether to continue to have the patient work 
through these reactions or whether to urge 
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him to tolerate and disregard them and turn 
his attention in other directions of analysis. 

The goals of psychotherapy as they are 
presented in the literature of the last few 
years seem to me to be largely acceptable 
except that I would more definitely stress the 
need for clear guidance by the individual 
psychopathologic conditions and the usable 
assets. It is important to estimate realis- 
tically what assets are therapeutically usable, 
or not available, or even detrimental. With 
regard to psychopathologic factors, there is 
now a willingness to accept the possibility of 
their persistence being more desirable than 
their removal. On the other hand, there has 
been a disturbing readiness to accept such a 
limitation without careful and prolonged 
study of other possibilities. This tendency 
can be seen in purely speculative statements 
that the removal of certain physiologic path- 
ology (e.g., migraine or skin disease) would 
lead to depressions which could not be helped 
or to disorganizing illnesses. In many pa- 
tients, the essential goal of therapy is toler- 
ance to what cannot be changed within him- 
self or in the environment. Tolerance to 
one’s limitations may, for example, be im- 
portant when striving for life goals leads to 
emotional difficulties because of an unchange- 
able discrepancy between inadequacies and 
desired goals. The utilization of the time 
factor in tolerance and desensitization can 
be important. In other patients, the goal can 
be reached only if one’s therapeutic activity 
becomes directed at achieving a synthesis as 
an outcome of analysis where a spontaneous 
synthesis does not occur. The therapist must 
then utilize the positive factors as they are 
found and are able to be utilized. He may 
assist in creating opportunities. In others, 
the goal is to help the patient to obtain pur- 
pose and meaning in life and to improve his 
relationship to his environment, strengthen- 
ing his standards, and clarifying his goals. 
The development of self-control may be the 
most desired outcome of treatment in many 
types of psychopathologic disorders, 

A therapist needs vision of what should 
and can be reached. During the course of 
treatment his imagination and experience 
will permit him to link analysis of motivation 
to the possible outcome whenever this active 


type of therapy becomes indicated. He will 
try to recognize foreseeable life situations 
and pathologic reactions which might be 
detrimental and he will also induce the pa- 
tient to apply his abilities to his daily life. 

Psychotherapy must concern itself with 
the patient’s mode of living while under 
treatment, and later. The so-called routine 
which a physician outlines is especially im- 
portant in long-term therapy outside of a 
hospital. The balance of work and suitable 
recreation, with acceptable attention to one’s 
physical needs (sleep, food, alcoholic bev- 
erages, sexual activities, smoking, drugs) is 
the essence of everyone’s mode of living. The 
presence of psychopathologic symptoms, 
such as intense emotions with thinking diffi- 
culties, may make temporary or long-term 
modifications in the patient’s mode of living 
imperative. In some patients, interference 
or persistent active attempts at re-education 
of thinking and actions become important. 
Re-education with regard to faulty actions 
and tendencies is a dynamic process based on 
understanding of the various dynamic fac- 
tors. It may take place through analysis 
without being actively introduced by the 
therapist. In other patients it can be achieved 
only by being made a recognized part of 
psychotherapy. This type of therapeutic ac- 
tivity may be indicated when one deals with 
an unwillingness to use self-control or with 
emotional abreactions, but not with true 
neurotic acting out. 


In a 24-year old man, immature and rebellious be- 
havior in college and in later life was related to his 
attitude toward authority figures whom he both re- 
spected and rejected. Further analysis revealed his 
lack of strong identifications in his life development. 
The important therapeutic aspects became the de- 
velopment of a reorientation to persons in his adult 
life, the understanding and correction of a faulty 
need to control others, the awareness of the rights 
of others, and his responsibility to others. 

The treatment of another ambulatory patient who 
manipulated the people in his environment illustrates 
dynamic analysis and application to re-educational 
and rehabilitation aspects. In the course of treat- 
ment the patient stated that he felt “manipulated” 
by friends—for example, he felt at times that there 
was not an emotional relationship but that he was 
treated like an object. He was being used to further 
some ends. Analysis revealed that his parents, by 
putting great emphasis on scholastic prestige, had 
shown a disregard of his feelings and opinions. This 
attitude had been present in early childhood and, 
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he assumed, probably since birth because he was the 
first-born son of an orthodox Jewish family. Re- 
sentment of such attitudes was intense and could 
be traced back to childhood. In addition to this 
family constellation, another factor in manipulation 
was being used to bring about changes in the en- 
vironment, leading to insecurity and a defensive at- 
titude to others. He began to recognize his own 
resentment involved in feeling manipulated and his 
projection of his reactions onto the friend. When 
these dynamics became clear to him, they were 
analyzed further in this special connection, and he 
was advised to apply in a constructive way what 
had become known to him and to some extent ad- 
justed within him. For reasons which need not be 
discussed in this context, I felt it unwise to develop 
a prolonged dynamic analysis, in which he had par- 
ticipated with an able psychiatrist before he had 
consulted me. The emphasis was put on applica- 
tion of changes in attitude and behavior, resulting 
in improved social and work relations. While brief 
repeated reviews of interpersonal relationships were 
utilized whenever the occasion arose, dynamic 
analysis proceeded simultaneously along other lines. 

A therapist should remember the value of 
reassurance which is offered to a patient 
through the recognition of slight improve- 
ment in a long-term treatment. One should 
not insist that a depressed or discouraged 
patient struggle through an analysis of his 
life experiences without such help. There is 
no proof that medical harshness is an essen- 
tial therapeutic tool or that a physician’s 
aloofness and impersonality must always hide 
his sympathy. 

Emotional reactions of marked intensity 
and prolonged duration may have a far- 
reaching pathologic effect. The effect of pro- 
longed intense tension for which no outlet 
can be found resulting in a paranoid panic 
is well known. Less understood are transient 
paranoid projections or depressive moods 
with suicidal dangers as phenomena of pro- 
longed intense resentment. An interesting 
example of the combination of intense anxi- 
ety with sexual insecurity is seen in the 
resulting sexual excitements in which the 
anxiety may be present in relatively pure 
form or be converted into fear or manic-like 
elation. In this type of disorganization, 


hetero- and homosexual drives are displayed 
frankly or in concealed form, often accom- 
panied by angry outbursts and attack on 
others, or suspiciousness and projections. 
These reactions, i.c., panic, resentment, or 
sexual excitement, may occur in psychoneu- 
rotic as well as in schizophrenic and depres- 
sive illnesses. Their occurrence demands a 
change in psychotherapy and often a change 
in the final goal to be obtained. In my experi- 
ence it has never been necessary to abstain 
from dynamic investigations if one proceeds 
with a clear awareness of the significance of 
the psychopathologic changes and if, in 
marked excitements, one resorts to chlor- 
promazine as a means of emotional control 
which permits continuation of psychotherapy. 

Psychopathologic crises in the psycho- 
therapeutic progress demand decisions. It 
may be possible to alleviate the crises psy- 
chotherapeutically in ambulatory treatment 
or it may be necessary to continue in the pro- 
tected atmosphere of a hospital, with an ad- 
justable routine to occupy and distract the 
patient, and, if necessary, with the aid of 
modern drugs. An important point to re- 
member is that unconscious dynamics become 
obvious in such crises. A knowledge of them 
offers valuable psychotherapeutic guidance. 

In conclusion, I wish to repeat that dy- 
namic psychotherapy is based on an aware- 
ness and understanding of the psychopatho- 
logic changes which take place at any time 
during the course of treatment. Changes in 
the overt or in the not directly observable dy- 
namic constellation may demand a change in 
procedure or in formulation of near or dis- 
tant goals. It is fortunate that psychothera- 
peutic knowledge progresses constantly, 
guided by newly acquired facts and by the 
adjustment of past theories to present knowl- 
edge. Psychotherapists of any period must 
recognize current limitations and expect fu- 
ture changes ih theories, and improvement in 
procedures. 
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Few psychotherapists are enthusiastic 
about the results obtained in the treatment of 
homosexuality. The 1955 report of the Group 
for the Advancement of Psychiatry(1) 
stated : 


The homosexual who has no apparent anxiety 
and who admits no concern about his problem will 
be thoroughly resistant to treatment, and the threat 
of punitive measures will not render him amenable 
to treatment. With the use of a psychotherapeutic 
approach some homosexuals can benefit from treat- 
ment. This is particularly true of those individuals 
who demonstrate anxiety associated with their 
problem and are sincere in their desire for therapy. 


We have all had many disappointments in 
the management of the homosexual, and my 
experience with their individual therapy has 
not been very rewarding. 

Homosexuals seldom seek treatment ex- 
cept under duress, and we most often see 
them after they have been arrested and 
granted a suspended sentence on the promise 
of seeking psychiatric care. As a rule such 
individuals bitterly resent this condition and 
express the feeling that since nature has 
played a trick on them, no demands should 
be placed upon them to change their pattern 
of sexual behavior. I have observed that 
when a young homosexual associates with 
other homosexuals for a short time, the older 
and more experienced aberrants are prone to 
assure them that nothing can be done for 
their condition and that treatment is a waste 
of time. The acceptance of this opinion makes 
it necessary for homosexuals to rationalize 
their irregular sexual behavior, and to be 
emphatic in announcing that this way of life 
is most satisfying and that they would not 
change if they could. Because of acceptance 
by other homosexuals they are prone to feel 
that they have found a gratifying existence 
which they intend to follow. On only brief 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill, May 
13-17, 1957. 

2 Assoc. Prof. of Psychiatry, School of Medicine, 
University of Pennsylvania; Chief of Neuropsy- 
chiatric Service, The Presbyterian Hospital, Phila- 
delphia, Pa. 
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contact with them however, one readily ap- 
preciates what lonely individuals they actu- 
ally are. Disturbed by their isolation from 
the main stream of society, and convinced 
that they cannot change, they become con- 
temptuous of treatment efforts and sneer at 
a culture which expects them to alter their 
sexual pattern. When anxiety is experienced 
because of their sexual maladjustment they 
utilize it to build up the rationalization that 
homosexuality is what they want in life. 
Whenever this ego-protective rationalization 
fails, dangerous depression ensues; this is 
the principal reason for the high suicide rate 
among homosexuals. 

From early experience with group psycho- 
therapy I learned that the average homo- 
sexual had known such vigorous rejection 
by society that he was unable to present his 
problem before the therapeutic group. When 
he did, despite protective efforts of the thera- 
pist, the anxiety and hostility which he acti- 
vated in the group usually were too disturb- 
ing and he generally dropped out of treat- 
ment. I have seen groups less upset by the 
revelation and discussion of incest than they 
were when homosexuality was disclosed by 
a member. Therefore I now keep homo- 
sexuals out of groups composed of patients 
with varied neurotic states. 

The purpose of this presentation is to do 
little more than report a few impressions 
gained from the individual treatment of 
homosexuals over almost 30 years, from 
their treatment in groups with other neu- 
rotics, and from their progress in groups 
made up exclusively of homosexuals. Most 
of the experience has been in private prac- 
tice. In selecting these patients I have in- 
cluded only males who have persistently and 
consistently in adult life preferred sexual 
experiences with those of the same sex, and 
who have had some degree of rejection or 
revulsion toward sexual union with females. 

Over 3 years ago when 3 male homosexu- 
als were forced into private treatment almost 
at the same time, an opportunity presented 
itself to initiate a group made up exclusively 
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of active homosexuals. After several pre- 
liminary individual sessions the group was 
started. Two of the members were 22 years 
old; the third was 19. The 2 older ones had 
been active homosexually for a bit over 5 
years ; the youngest member had had an ac- 
tive homosexual career from the age of 12 
when he began to frequent the neighborhood 
movie on Saturday afternoons. 


This boy, Ben, a college student, came from a 
moderately wealthy Jewish family. At his home 
in another city he was a frequenter of all the homo- 
sexual haunts. Upon arrival in a university city, 
he plunged into the “gay” life of the community. 
Some months after his appearance on campus the 
members of a club to which his older brother had 
recently belonged began to press him to join. Fear- 
ing that his homosexuality would be discovered if 
he did this, he grew very anxious and began to cut 
classes. Informed of his impending dismissal, his 
parents paid Ben a surprise visit and demanded an 
explanation. When he eventually revealed the na- 
ture of his problem they sought psychiatric assist- 
ance for him. He was promptly placed in a sani- 
tarium where he had 8 months of intensive analysis, 
without any benefit. On his discharge his family 
was advised that his condition was hopeless, since 
he did not wish to be helped. Because of the stigma 
of his homosexuality the parents wanted him away 
from home, and decided upon another attempt at 
treatment. Hence, he took up residence in Phila- 
delphia. 

When first seen Ben maintained that he had no 
desire to undergo change; he informed me that any 
psychotherapeutic efforts would be wasted because 
homosexuality was so attractive to him that nothing 
could influence him to give it up. He had set up 
an “establishment” in the appropriate zone of the 
city and entered into the “gay” life with zest. 

Tom, one of the older boys, was equally emphatic 
about his intention to remain a homosexual. He 
admitted his condition to his mother and stepfather 
after friends had reported that he was associating 
with a “gay” group. His parents were already 
suspicious because he frequently remained away 
from home overnight and went on trips (which 
they knew he could not afford) with older men. At 
the time of coming into treatment he was “married” 
to a wealthy young physician and travelled with a 
group of homosexuals who were almost exclusively 
medical residents and students. He left our thera- 
peutic group suddenly without any explanation after 
only 2 sessions. When met on the street about a 
year later Tom explained that the group with whom 
he associated had issued an ultimatum because they 
feared exposure if he continued in treatment. Be- 
cause this homosexual circle was the only place 
where he had ever found significance, he said he 
could not tolerate giving up these friends. 

Tom was an only child whose father had dis- 
appeared before the patient was 18 months old. The 
boy was reared in an apartment with his mother, 
grandmother and an aunt. He had no male com- 


panions, and when he started to school he could 
not integrate himself with boys and preferred 
to play with girls. His mother had many suitors, 
all of whom he felt were rough and loud-mouthed, 
and when he was about 11 she married the 
loudest-mouthed one of all. Tom was a brilliant 
student, graduating from high school at the age of 
16, then immediately entering a novitiate for the 
priesthood. At the end of the first academic year 
he was dismissed without explanation. He main- 
tained that during high school and the novitate he 
had no disturbing sexual feelings but realized he 
had effeminate traits and interests. On returning 
home from the seminary he spent much time with 
his aunt and her friends, and although he went out 
with many girls in the neighborhood he experienced 
no sexual feelings toward them. He took them to 
concerts, theatres and art museums, but had no 
male friends because he did not enjoy sports and 
the other activities in which they were interested. 
He was disturbed by his inability to integrate with 
his peers and felt very lonely. About six months 
after returning home he obtained employment in 
the office of an architect. Soon he made friends 
among artistic people, and became enthusiastic 
about them. He was invited to “gay” parties and 
while initially shocked by them he eventually met a 
physician with whom he fell in love. At first he 
was definitely disturbed by this unacceptable rela- 
tionship and was constantly being admonished by 
his confessor to terminate the liaison. Eventually 
he stopped attending church, and during our brief 
therapeutic acquaintance he was most hostile to 
religion. 

Bill, the third member of the group, was forced 
into treatment after he had revealed the nature of 
his problem to the family physician, who, without 
his consent, informed Bill’s parents. Between the 
ages of 19 and 20 Bill had made 2 suicidal attempts 
and weeks before consulting me had disappeared 
from home and was ultimately located in an eastern 
psychiatric hospital as an amnesia victim (partial 
suicide). After his second suicidal attempt he had 
had psychiatric treatment for a short time, but did 
not reveal his homosexual problem until he was 
returned home after his amnesic episode. He was 
in a state of despair. Convinced by other homo- 
sexuals that there was no hope of change, and 
because of the disgrace he had brought on his 
family, he expressed a feeling that death was the 
only solution. 

Bill was an only son, having 4 older sisters. His 
father was an exceptionally harsh man and fre- 
quently beat the patient with his fists until at 16 
the son had developed into a very husky and robust 
young man, capable of defending himself. He al- 
ways felt close to his mother and sisters. Despite 
the fact that he was an outstanding football player 
and all-around athlete in school, Bill was interested 
in aesthetic things; he became an expert hairdresser 
after practicing on his mother, sister and friends. 
Although he enjoyed considerable popularity be- 
cause of his athletic prowess, he was never well 
integrated with boys, and around the age of 12 
became aware of strong sexual feelings toward his 
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team-mates and other boys. During his last year 
in high school, following a row with his father, he 
left home and went to an all-night theatre, and in 
the washroom there he had his first homosexual 


experience. Despite intense feelings of guilt and 
remorse this initiated a very active period of homo- 
sexual promiscuity, although he constantly struggled 
against it. The idea of sexual relations with girls 
was repulsive to him. On graduation from high 
school he too entered a novitiate and was asked to 
leave at the end of a year. He maintained that 
while in the seminary he had no homosexual prob- 
lem and was very happy, and was distressed by his 
dismissal. After leaving he became interested in 
the theatre and joined a local theatre group. His 
homosexual activities soon started again, and he 
left home to “live” with a man who was a university 
teacher. Although he loved this man the relation- 
ship was the source of little comfort to him, since 
the moral conflict led to severe episodes of depres- 
sion. He felt possessed and doomed. His suicidal 
attempts were genuine, and I feel that his amnesia 
was a compromise suicide. 


My first homosexual psychotherapy group 
began with these 3 youths. All were mascu- 
line in appearance although one dressed in 
rather “gay” fashion. At the first session I 
learned that all were casually acquainted and 
had often seen each other in homosexual 
haunts. The escapades of Ben were well 
known to Tom and Bill, and they soon began 
to speak of parties held at his “establish- 
ment.” Their feelings about homosexuality 
were initially explored. Ben annonunced that 
he had no intention of changing and, in fact, 
had a great ambition to be “the most fabu- 
lous faggot in the land.” He expressed the 
belief that this could be accomplished when 
he inherited some money at the age of 21. 
Tom said that he wouldn’t change if he 
could because he was moving in a circle that 
would not be open to him if he were not a 
homosexual. Bill had no hope of altering, 
and, as already stated, felt doomed because 
of the intense urge he had for sexual experi- 
ence with males. He had no similar feeling 
for females and although he enjoyed their 
company any thought of sexual relations 
with women nauseated him. 

As consideration of their activities pro- 
gressed, the front page story of the murder 
and dismemberment of a sailor by a homo- 
sexual known to all three of them was dis- 
cussed. Bill and Tom had on more than one 
occasion been invited to spend a weekend 
with the murderer, as was the luckless sailor. 
Several other murders of or by homosexuals 


that had occurred in the area were then dis- 
cussed. One of the group was well acquainted 
with a youth who had recently disposed of 
his parents by poisoning. The group sought 
an explanation of why homosexuals com- 
mitted such violent crimes, and when it was 
suggested that only they could supply the 
answers after examination of their own feel- 
ings, anxiety mounted as they disclosed vio- 
lent emotions activated by threats of expos- 
ure and blackmail. Before the first session 
ended they were in agreement that homo- 
sexuals were not as gentle and artistic as 
they appeared. At this and several subsequent 
group meetings not only were murders 
among homosexuals discussed but their fre- 
quent suicides as well. Eventually when the 
group was reduced to Ben and Bill, Ben’s 
rationalization that he preferred homosexu- 
ality was completely destroyed; each, and 
Tom, freely admitted a desire to change 
and spoke of the many homosexual friends 
with whom they had discussed the problem 
who were just “covering up” their real wish 
to undergo liberation. Finally there was a 
rejection of the homosexual pattern which 
eventually became recognized as but a part 
of an inadequate behavior pattern which 
must undergo alteration. With their homo- 
sexuality presented to them as but one facet 
of their neurotic pattern of maladjustment, 
ego strength was gained which enabled them 
to pursue further treatment. At no time in 
this and subsequent groups was any atten- 
tion focused upon the nature of their homo- 
sexual experiences or the frequency of in- 
dulgence. 

The scope of this paper does not permit a 
description of the psychotherapeutic sessions, 
but the group’s various fantasies in relation- 
ship to homosexuality were explored as were 
the unsatisfactory parental relationships, the 
disturbed nature of identifications with their 
own sex, and the factors which led to arrest 
of their psychosexual development. 

After Tom left, the group was continued 
with Ben and Bill in attendance. They had 
already become strongly motivated to change. 
Bill was drinking to excess and soon recog- 
nized that all his homosexual experiences 
followed alcoholic bouts and that this drink- 
ing was, in effect, an advance excuse for 
yielding to the homosexual urge. Soon his 
drinking decreased and was finally discon- 
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tinued, and he became more efficient on his 
job. At work his isolation diminished and 
he began to join in the banter which was 
often sexually tinged. During the week he 
started visiting the homes of his married 
sisters and began to attend sports events with 
their husbands. When his family went to 
the shore for the summer he joined them on 
week-ends during which he associated with 
a group of young people. In the course of 
some roughhouse play on the beach his face 
was pushed into vigorous contact with the 
breast of a young woman, following which 
he experienced an erection and his initial 
erotic interest in the opposite sex. For sev- 
eral days after this incident he was almost 
completely preoccupied with fantasies of the 
full female figure; he dreamed of nothing 
else, and soon began ardent petting with a 
few older girls at his place of employment. 
His erotic dreams, previously homosexual, 
now became heterosexual; his sexual drive 
led to a period of promiscuous petting which 
was brought under control when he was ad- 
monished by his religious advisor. While I 
did not consider him ready to do so, Bill 
terminated treatment, after 10 months, feel- 
ing that he was fully a man although ac- 
knowledging that he still experienced homo- 
sexual feelings when he saw a well devel- 
oped, robust male in a bathing suit. 

Ben, the remaining member of the initial 
group, after several private sessions, was in- 
tegrated with a group of mixed male psycho- 
neurotics who were well advanced in treat- 
ment. On integration he did not reveal his 
homosexuality until another member of the 
group began discussing anxieties growing out 
of a series of early homosexual experiences. 
Ben then disclosed his homosexuality and 
found acceptance and understanding in this 
group. He did activate some group anxiety 
as a result of which there was considerable 
focus upon homosexual activity and feelings. 
All the members have re-explored the nature 
of their parental identifications and have 
benefitted substantially by Ben’s presence 
and contributions. While he revealed recently 
that it has been about a year since he in- 
dulged in homosexual experiences, it is in 
other areas that progress has been most re- 
markable. Since his admission to this group 
another homosexual has been successfully 
added and has made gratifying progress. 


A second exclusively male homosexual 
group of 7 members has enabled me to con- 
firm the observation gained from the initial 
project. Members of this second group 
quickly destroyed the rationalization that 
they regarded homosexuality as a desirable 
way of life and all soon were able to ac- 
knowledge anxiety about their sexual pattern 
and admit a desire to change. Two young 
and extremely immature members were vig- 
orously importuned by the others to cease 
conspicuous behavior when they were on the 
street together after leaving the group ses- 
sions. This occurred recently, and the assault 
has caused one to be voluntarily absent. The 
second, because of truancy and continued 
homosexual behavior, was returned to court 
custody but is again attending group ses- 
sions. The others have come to regard them- 
selves as generally maladjusted rather than 
as pathetic persons upon whom nature has 
played a trick. They now recognize that 
their homosexual pattern grows out of ear- 
lier experiences, and realize that they can 
recover from the effects of these traumatiz- 
ing experiences. Ben, from the first group, 
has attended 2 sessions of this group and 
has contributed substantially to its progress. 
The patients now recognize themselves as 
having been poorly integrated from early 
life and relate it to past experiences in their 
homes. After once admitting a desire to 
change they begin to show improvement in 
other spheres, quite often before there is 
any alteration in their homosexual behavior. 
General efficiency is increased and a greater 
sense of responsibility in many matters is 
developed. Parental relationships improve 
and character defects such as lying become 
less glaring. Some of the effeminate traits 
disappear, and while their artistic and 
aesthetic interests continue these are no 
longer mere entré to homosexual circles. 

The homosexual, despite his protestations, 
is an unhappy individual who feels isolated 
from the main stream of society, and be- 
cause of this sense of isolation he seeks the 
company of fellow homosexuals. Conse- 
quently, in treatment he gains a feeling of 
security when he is incorporated into a group 
made up exclusively of his own kind, de- 
signed to promote psychosexual growth. The 
therapist of such a group must be tolerant 
and acceptant ; his very attitude toward the 
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group members is one of the most therapeu- 
tic factors involved in the experience. The 
only authority he should exercise is that 
which grows out of his knowledge of psycho- 
pathology and psychodynamics. 

In the early phases of all groups there has 
been spontaneous discussion of the nature 
and frequency of members’ homosexual ex- 
periences, but the therapist has never ini- 
tiated such discussion nor shown any desire 
to be kept aware of the frequency and na- 
ture of indulgence as the group progresses. 
I have not been concerned about sexual act- 
ing out among group members and have 
never been censorial. This attitude is neces- 
sary to provide a beneficial experience to all. 

The lack of prying on the part of the 
therapist has, I have felt, contributed to the 
development of ego strength, been appre- 
ciated as a manifestation of confidence, and 
has helped to ease the super-ego which still 
contains disturbing components developed 
by earlier authority. As members relinquish 
the comfort of their rationalization that they 
want to remain homosexual, they inevitably 
form a libidinal attachment to the therapist, 
and when this occurs it is necessary that he 
be patient about their continued attachments 
to homosexual friends and their frequenting 
of homosexual haunts. If an individual does 
not apear to be making a sincere effort, you 
can be sure the other group members will 
know of it and will provide the pressures 
that will eventually initiate a change. At 
such a time, the therapist may have to afford 
some type of protection to the involved mem- 
ber. 

As the group becomes aware of their other 
patterns of maladjustment the therapist must 
offer some hope by indicating the frequency 
of the same patterns in heterosexuals with 
whom they must eventually identify. As 
one member phrased it, this gives them a 
feeling that they are “not as far left of center 
as we thought.” 

It is, as a rule, several months before any 
alterations are noted, and since I never in- 
quire about sexual outlets, changes are first 
observed in other areas. For example, Ben, 
the one who aspired to be America’s most 
fabulous faggot, was supported im toto by 
his family and planned an indefinite parasitic 
existence. Some months after commencing 
treatment he began to control his spending, 


then came a series of fantastic business 
plans. Next there was a job which he pre- 
sented as being quite worthwhile but which 
was in reality unimportant. Then he had 
several actual positions which he described 
as better than they were, but eventually he 
obtained substantial employment which now 
supports him adequately. 

Because of anxiety about the loneliness 
which may result from giving up their homo- 
sexual connections, most such individuals in 
treatment reach a critical point at which 
there is likelihood of regression. The homo- 
sexual drive may be remarkably diminished, 
or even absent, and patients may be adjust- 
ing to an heterosexual pattern but final ““com- 
mitment” is difficult. This means giving up 
friends who have accepted them in their 
homosexuality. To “commit” themselves to 
heterosexuality involves the risk of identify- 
ing themselves with a group that would cer- 
tainly reject them if their “past” became 
known. More than once I have felt that 
some of my patients have reached this stage 
in individual treatment and have discontinued 
because they could not make the final com- 
mitment. In the group the members are sup- 
ported in this final phase, and with group 
encouragement and assistance they go on to 
complete their heterosexual development. 
When this phase is reached the patient does 
not fear the rejection of his old homosexual 
friends—his only fear is the certain stigma- 
tization if his earlier problem is exposed 
when he enters heterosexual circles. It takes 
great courage to venture back into normal 
society after one has become separated 
through homosexuality. For those who have 
not moved too far out of heterosexual circles, 
this is less of a problem. 


SUMMARY 


From my experience I have concluded 
that homosexuals can be treated more effec- 
tively by group psychotherapy when they are 
started in groups made up exclusively of 
homosexuals. In such groups the rationali- 
zation that homosexuality is a pattern of 
life they wish to follow is destroyed by their 
fellow homosexuals. This breaking down 
of their rationalization activates anxiety and 
a desire to change is created. Obvious ego- 
strength is gained by identification with 
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others who are also seeking socially accept- 
able goals. Identification with a group thar 
has a healthy motivation soon banishes the 
feelings of isolation from which they suffer. 
When members reach the point where their 
homosexual drives have diminished or dis- 
appeared and they must completely reject all 
homosexual identifications and identify with 
heterosexuality they are aided in final com- 
mitment by fellow members. The group con- 


vinces its members that their homosexuality 
is not an affliction or trick of fate but a pat- 
tern of inadequate behaviour which can be 
changed. 
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INTRODUCTION 


The decisions of the Supreme Court con- 
cerning segregation in the public schools 
and buses have recently accelerated the pace 
of racial desegregation in the South. This 
has brought to the fore the subject of preju- 
dice which forms an important aspect of the 
problems connected with desegregation. 
Apart from their obvious interest in such 
matters as private citizens, psychiatrists 
should especially concern themselves with 
the subject of prejudice for two additional 
reasons. 

First, psychiatrists are being called upon 
increasingly to advise and consult with edu- 
cational leaders and social agencies who must 
reckon with prejudice in their plans during 
the current period of transition in race rela- 
tions. The Supreme Court itself established 
an important precedent for such consultation 
when it heard testimony from social scien- 
tists before making its decision on segrega- 
tion in the public schools. Since that time 
lesser courts and administrative bodies have 
(on both sides of the issue) appealed to 
psychological facts and theories to support 
their decisions. To offer useful guidance 
and counsel in these matters psychiatrists 
themselves need to be clear about the nature 
of prejudice, its origins, and its enormous 
social effects. 

Secondly, prejudice is a symptom of a 
mental disorder. Not a major disorder, to 
be sure, in terms of individual psychopathol- 
ogy, but certainly of major importance in its 
social effects. Although the issue of desegre- 
gation may have drawn attention to the im- 
portance of prejudice, we should remember 
that prejudice is really a mode of thought 
and not an attitude on any one question. The 
prejudiced person does not perceive accu- 
rately or think clearly. He does not perceive 
clearly because he attributes to the objects of 
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his prejudice qualities which they do not in 
fact possess; and he does not think clearly 
because he generalizes unwarrantedly from 
the one to the many without discriminating 
individuals within a category. Such percep- 
tual and thinking disorders do not come 
about easily, nor are they easily modified. 
Prejudice ia fact often lies deeply rooted 
within the personality. These are some of 
the reasons why we think of it as part of 
the problem of mental health. 

Although many aspects of the psychology 
of prejudice are still imperfectly understood, 
there exists a body of knowledge on this 
subject with which psychiatrists should fa- 
miliarize themselves. In this article we pre- 
sent a review of this knowledge. Although 
we have used examples from problems of 
race relations we hope this will not submerge 
our main point that prejudice is a minor 
mental disorder which may become sympto- 
matic in connection with any issue. We have 
drawn upon the rather extensive literature 
on the subject and also upon personal experi- 
ence gained from interviewing many persons 
living in communities where prejudice was 
strong or had become activated by recent 
events, such as actual or impending desegre- 
gation of schools. We have participated in 
the preparation of a fuller report on the 
psychiatric aspects of desegregation which 
those specially interested in this subject may 
wish to consult for further details(1). 


THE NATURE OF PREJUDICE 


Definition —The etymological origin of 
the word prejudice indicates a judgment 
prior to examination of the facts. However, 
in modern usage the term has come to mean 
not only prejudgment but also judgment un- 
corrected by new knowledge. The prejudiced 
person exposed to new facts may simply fail 
to perceive them and hence his attitude re- 
mains uninfluenced by them. Prejudice de- 
rives its importance then not so much from 
the quality of prematurity and hastiness of 
judgment as from that of rigidity(2). Prej- 
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udicial attitudes are often sustained against 
the facts by values and sentiments strongly 
intrenched within the personality. 

The Power of Prejudice-—From the fore- 
going we might infer that motives of great 
intensity support prejudicial attitudes, and 
this is indeed the case. The neglect of op- 
posing facts which is required to maintain a 
prejudice can only be accomplished because 
strong emotional forces underlie the prejudi- 
cial attitude. These irrational forces are 
strong enough in many instances to over-ride 
considerations of immediate personal secu- 
rity. In the service of prejudicial attitudes, 
men frequently expose themselves to eco- 
nomic ruin, to physical violence, and to 
punishment for breaking the law. In under- 
standing prejudice, psychiatrists and psy- 
chologists must first clearly understand that 
it derives from strong mental processes the 
sources of which can powerfully influence 
men and events. 


FACTORS WHICH PROMOTE PREJUDICE 


Of psychological factors which promote 
and sustain prejudicial attitudes, by far the 
most important are fear and what we shall 
call mental rigidity. 

Fear.—Fear diminishes perceptive acuity 
leading to lack of discrimination between 
what really threatens and what is imagined 
to be threatening. The jittery sentry may 
shoot his colonel as an enemy intruder. A 
fearful person is likely to perceive all kinds 
of harmless objects and persons as threat- 
ening. 

Fear also evokes adaptive measures which 
will reduce its accompanying tension. Among 
such measures are efforts to get rid of the 
source of the fear or tension. If the source is 
perceived within oneself the tension may be 
lessened by transferring the source outside 
oneself. Fears which concern the general 
area of self-esteem, status, and prestige are 
commonly handled by the device of blaming 
someone else for what goes wrong. These 
other persons are appointed “scapegoats.” 
The prejudiced person elevates his poor self- 
esteem in an illusory fashion when he feels 
himself superior to anyone and everyone of 
a scapegoat group. He does not have to 
prove his superiority by superior perform- 


ance. It is a given, resulting merely from 
belonging to one group and not another. 

This pattern requires that these other per- 
sons be seen as threatening when in fact they 
are not. The perceptive distortion mentioned 
above permits this. Thus the fearful person 
often cannot perceive correctly and (perhaps 
unconsciously) does not want to perceive 
correctly. He feels at least somewhat better 
about himself if he misrepresents the en- 
vironment as being more hostile than it 
really is. At the same time the increased 
conviction of danger from without reinforces 
the original fear. This further promotes the 
distorted perception. The prejudiced person 
thus can find himself in a vicious circle in 
which fear promotes a false perception of 
the object of prejudice which is reinforced 
by the need to project blame; the false per- 
ception in turn promotes more fear. 

The influence of prejudice on perceptions 
has been studied experimentally, for example 
by Allport and Postman(3). They showed 
a group of white persons a drawing which 
depicted a white man and a Negro talking 
together. The white man held a razor. In 
later descriptive reports of this drawing more 
than half the white persons described the 
Negro of the picture as holding the razor. 

Prejudiced persons tend to perseverate in 
their perceptions. For example, in another 
experiment(4) the subjects were shown a 
drawing of a cat and then successively a 
series of transitional drawings, which gradu- 
ally assumed the likeness of a dog. Preju- 
diced persons reported that the drawings ex- 
posed were those of a cat far longer than 
persons who were unprejudiced. They clung 
to the original perception; they could not 
believe their own eyes. 

Prejudiced people lack discrimination in 
their perceptions of other people. They fail 
to see the subtle shades of difference between 
people. They tend to believe that other 
persons are much more like themselves than 
they are, that is, they project their own 
attributes onto the people with whom they 
come in contact(5). They form stereotypes 
of other people and act in accordance with 
these stereotypes rather than responding to 
individual acts of individual persons. 

Mental Rigidity—Since not all fearful, 
guilty people are prejudiced, we must con- 


i 

¥ 

. 
4 

ou 
3 


818 


PSYCHOLOGICAL ASPECTS OF PREJUDICE 


[ Mar. 


sider another factor to account for preju- 
dicial thinking. Prejudiced people seem to 
be characterized by an abnormal rigidity of 
thought. This might be inferred from the 
fact that prejudice implies a failure to learn 
from experience, but it has been confirmed 
by experimental studies. 

The prejudiced person is resistant to new 
modes of thought. For example, persons 
who rate high in prejudice have greater than 
average difficulty in changing their manner 
of solving problems. If tested in a series 
of problems requiring different methods for 
their solution, they cannot change from one 
method to another so easily as persons who 
are rated low in prejudice(6). 

Prejudiced persons are also intolerant of 
ambiguity and uncertainty. They have dif- 
ficulty admitting ignorance(7). They tend 
to categorize people and objects rigidly and 
into sharply differentiated “good” and “bad” 
groups without consideration of intermediate 
states(8, 9). 

Finally, we should note that prejudicial 
attitudes are rarely confined in one person 
to one topic or group. One careful study has 
shown that persons prejudiced towards one 
group, e.g., Negroes, are likely to be preju- 
diced towards other groups, e.g., Catholics 
or Jews(10). 

Having described what prejudicial think- 
ing is, we shall next discuss how it comes 
about and what factors modify or enhance it. 


INFLUENCE OF LEARNING AND EDUCATION ON 
PREJUDICE 


Men are not born prejudiced. They must 
learn to perceive and think in a prejudiced 
manner. For prejudice is a pathological ex- 
tension of the human capacity to categorize 
and generalize the objects of the environ- 
ment. A young child at first does not see the 
similar qualities shared by different objects. 
He usually learns to abstract these shared 
qualities in the middle years of childhood, 
say between four and ten. During this period 
he establishes important categories for things 
and people and begins to respond to them 
partly according to the categories to which 
he assigns them. Some automatic categorical 
responses are necessary and helpful in our 
adaptation to the environment. If we can 


make quick judgments about our surround- 
ings we economize time and effort. We are 
led into difficulties, however, by two kinds of 
errors. First, the categories we erect may 
be incorrectly characterized. For example, 
the word “Negro” should ordinarily denote 
persons of a particular race usually having 
heavily pigmented skin and certain features 
of hair and face. In addition to these ethnic 
qualities, the category Negro has had en- 
crusted onto it in the minds of many white 
persons a great many qualities which are not 
demonstrably more common among Negroes 
than among white persons. These additional 
attributes such as that the Negro is lazy, un- 
trustworthy, easy-going, etc., amount alto- 
gether to a kind of myth about the Negro. 
Such a myth provides an extremely inade- 
quate guide for behavior towards Negro 
persons, Secondly, responses may be made 
to the category rather than to the individual 
person who may belong to the group. A 
person may thus come to respond to a 
Negro because he is a Negro (whatever 
that may mean to this person) and not be- 
cause of his qualities or behavior as an 
individual person. Because of the wide in- 
dividual differences among persons of cer- 
tain groups responses based only on cate- 
gorical differences are bound to be clumsy 
and often quite inappropriate and harmful. 
These two errors, inappropriate charac- 
terization of categories and response to cate- 
gories rather than to persons are apparently 
acquired rather than inborn. At any rate, 
very young children do not show prejudicial 
attitudes, but older ones often do(10). 
We think we may generally equate opposi- 
tion to desegregation with prejudice. We 
realize that there are some rational (if 
selfish) reasons for opposing desegregation 
and that there are many factors, such as 
economic and political factors which con- 
tribute to the problem of desegregation in 
addition to the psychological obstacles. But 
most of the opposition to racial desegrega- 
tion is based on prejudicial thinking about 
Negroes. It has been found that opposition 
to desegregation increases with increasing 
age(I2, 13). One may accurately speak of 
an age gradient of prejudice at least with 
regard to desegregation. This suggests both 
that prejudicial attitudes are learned and that 
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once learned they are not readily unlearned, 
partly because the prejudiced person keeps 
himself from having experiences or gaining 
information which might correct his preju- 
dice. 

Still other evidence that prejudice is 
learned comes from studies of the evolution 
of prejudicial attitudes over broad sweeps 
of time. For example, Woodward has 
shown that prejudice against Negroes was 
very much less in the early and mid-19th 
century than it became in the late 19th and 
early 20th century. Indeed the enactment of 
the Jim Crow laws around the turn of the 
century was opposed by many horrified pro- 
tests from responsible persons in the South 
(14). This kind of evidence thoroughly dis- 
credits the notion that certain prejudicial 
attitudes are innate, or are “part of human 
nature.” 

Although we have emphasized the rooting 
of prejudice in emotional forces, we do not 
mean that it is entirely uninfluenced by edu- 
cational measures. As mentioned above, 
prejudiced persons frequently deprive them- 
selves of correcting information. Yet such 
information does reach many prejudiced per- 
sons gradually and often involuntarily and 
does in time erode some prejudices. For 
example, again assuming a correlation be- 
tween prejudice and opposition to desegra- 
tion, such opposition is much less among 
persons of college education than among per- 
sons with only a grammar school education. 
Those with high school educations fall in 
between the other two groups(12). Also, 
significantly more persons now acknowledge 
the fact that Negroes are just as intelligent 
as whites than were able to accept this fact 
in 1942(12). This change presumably re- 
flects the power of educational measures on 
gradually reducing prejudicial attitudes. 

Although we know that prejudices are 
learned we know less about how they are 
learned or why some people learn them more 
readily and more extensively than others. 
However, two important factors emerge 
from studies which have been made of this 
question. First, prejudices are frequently 
acquired through imitation; they are copied 
by children from their elders, or by ignorant 
persons from their ostensible superiors, Such 
imitation at least partly accounts for greater 


prejudices towards Negroes in certain sec- 
tions of the country, e.g., the South, than 
in others(2, 12,15). Much prejudice simply 
echoes uncritically the stereotypes of the 
local culture. Such prejudices are harmful 
in effect, but not necessarily hostile in moti- 
vation as are others which derive more from 
fear and guilt. Which brings us to the 
second of the environmental influences fa- 
vorable to the development of prejudices. 

Several studies, admittedly of small num- 
bers of persons, have strongly suggested the 
influence of tyrannical attitudes towards 
children on the part of parents in the later 
development of prejudiced attitudes in the 
children(16, 17). Presumably the authori- 
tarian attitudes of the parents inculcate fear 
in the children and this fear originates preju- 
dices in the way we have previously de- 
scribed, For example, irrational punishments 
by the parents can blur a child’s distinctions 
between sources of danger and sources of 
security. He may then begin to respond in- 
appropriately to friends as if they were 
enemies. And, secondly, harsh treatment of 
the child by the parents makes it difficult for 
the child to acknowledge his own deficiencies 
or accept blame; to preserve some self-es- 
teem he resorts to the projection of blame 
on others. 

We cannot distinguish sharply prejudices 
learned by imitation from those learned as 
responses to maltreatment at the hands of 
others. No doubt mixtures of both origins 
blend in most prejudiced persons. Although 
one might suppose that prejudices which are 
merely imitated would be more plastic and 
more easily given up than those derived 
from maltreatment, this does not seem to be 
the case. Heated passions may come into 
play as readily for a prejudice which is 
chiefly “cultural” as for one which is more 
“personal.” In fact, the identification of a 
prejudice with the will of a group frequently 
strengthens the fervor with which it is held 
by giving it a more authentic quality. Which 
leads us next to the influence of groups on 
prejudices. 


INFLUENCE OF GROUP RELATIONS ON PREJU- 
DICE 


As mentioned earlier, prejudiced attitudes 
especially arise to combat thoughts of failure 
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and loss of status or prestige. Prejudiced 
persons are sensitive to the opinions of 
others about them. Accordingly prejudicial 
attitudes usually express important aspects 
of the prejudiced person’s relations with the 
various groups of which he is a member. 

Attitudes towards desegregation differ 
markedly in the various groups to which one 
person may belong. For example, the nation 
as a whole has adopted a program of de- 
segregation and integration, but certain com- 
munities and States express implacable re- 
sistance to this goal. A resident of such a 
community can easily find himself in conflict 
between loyalties to his State and the Nation. 
Similarly, economic motives opposing deseg- 
regation may conflict with religious ideals 
which endorse it. 

In conflicts of this order, the average per- 
son aligns himself with those to whom he 
feels himself most closely tied. These are 
nearly always persons with whom he has 
frequent personal contacts. It thus happens 
that the influence of a local leader known to 
local people may far exceed the persuasive 
authority of the Supreme Court or the Presi- 
dent of the United States. These remain 
distant and shadowy figures, almost abstrac- 
tions; the local leader may have shaken the 
hands of half the people in town. 

Strong as they are, such personal influ- 
ences rarely subdue entirely a person’s 
awareness of the other side of the issue. The 
person prejudiced about desegregation re- 
mains aware that his opinion belongs to a 
minority of the nation and the world. And 
he would like to have the approval of every- 
one, not only of his own community. This 
leads to the efforts, observed in interviewing 
them, which such persons make to present 
themselves as rational, scientific, and per- 
sonally unselfish in the matters at issue. As 
the English essayist Hazlitt put it, “prejudice 
is never easy unless it can pass itself off as 
reason.” The prejudiced person disclaims 
any personal dislike for “niggers,” or any 
wish to see them treated unfairly. He 
presents himself as guided only by sound 
“scientific” principles which have shown that 
“the negro is basically inferior,” or “cannot 
learn,” or “is not like other people.” This 
resort to pseudoscientific arguments ex- 
presses an awareness in the prejudiced per- 


son of another side to the issue and a sensi- 
tivity to other groups besides his own im- 
mediate one. In this, as we shall mention in 
a later section, lies much hope for the reso- 
lution of prejudices. 

Although the prejudiced person takes cues 
from his immediate group, his own habits 
of thought frequently isolate him from im- 
portant knowledge about his own group. It 
may happen that an articulate minority can 
persuade the majority that “everyone be- 
lieves as we do,” when this is in fact not so. 
A study of private and public opinions on 
certain issues in a small Southern commu- 
nity demonstrated this neatly(18). The ob- 
server in this study succeeded in persuading 
the citizens of this town to express them- 
selves first in groups and next privately to 
himself alone on a number of matters then 
pressing in the community. These included 
such issues as the relative merits of baptism 
by total immersion and baptism by sprink- 
ling. In their public avowals, to continue 
the above example, 90% of those questioned 
favored sprinkling, but privately 71% said 
either form was equally acceptable. In this 
and other examples, the citizens responded 
not to the wishes of the group but to their 
own myth of what these wishes were. We 
can hardly over-estimate the importance of 
such studies for the understanding of preju- 
dice and the means by which a vocal minority 
may sustain an illusion of its representative- 
ness and its power long after the majority 
of people in a group have at least begun to 
think differently on the matter at issue. 
There are strong grounds for believing that 
in the South, for example, the number of 
white persons favoring integration of the 
races is very much greater than seems to be 
the case if relative strengths of opinion are 
judged solely by vocal power (12, 19, 20, 21). 
We must not confuse attitudes and wishes 
with articulateness. 

Influences of Leaders on Prejudicial Atti- 
tudes.——Important implications for leader- 
ship arise from the foregoing. The business 
of leaders is to express and execute the will 
of a group. But often this will remains 
latent or silent because the majority of per- 
sons in the group are either ignorant of the 
true will of the group or fearful of express- 
ing an apparently deviant opinion. With re- 
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gard to overt action they remain passive or 
neutral. False leaders may exploit the si- 
lence by claiming a fictitious mandate from 
the group. The group’s real wishes can only 
become energized by other leaders who cor- 
rectly interpret and carry out these wishes. 
But this requires that such leaders them- 
selves distinguish mere social conformity in 
the expression of prejudices from strong 
prejudicial attitudes. 

Relations Between Prejudicial Attitudes 
and Overt Behavior.—The sharp differences 
often observed between private and public 
opinions on important issues permit us to 
infer an equal gap between either private or 
public opinion and what a person will do 
when confronted with a changing situation. 
This is confirmed by a number of studies. A 
person’s statements of his attitude on a given 
question provide no reliable index to his be- 
havior when put to the test. 

For example, LaPiere(22) travelled 
across the United States with a Chinese 
couple being received everywhere with great 
hospitality in hotels and restaurants. After 
the journey he wrote to the various hotels 
and restaurants where they had stopped ask- 
ing if these establishments would receive 
Chinese as guests. Over 90% of the re- 
spondents (who had actually served the 
Chinese couple) said that they would not do 
so. Saenger and Gilbert(23) interviewed 
customers of a department store concerning 
their attitudes towards Negro sales clerks. 
They found that 21% of those who had just 
dealt with Negro salesclerks said that they 
were “opposed to the hiring of Negro sales 
personnel generally” ; 20% of those custo- 
mers who talked to Negro clerks stated one 
hour later that they had never seen any 
Negro clerks in that store. Some who in- 
sisted that they would never make a pur- 
chase from a Negro clerk had in fact done 
so an hour before the interview. Similar 
inconsistencies between verbal statements 
and actual behavior have been found in con- 
nection with desegregation of the schools. 
For example, strong verbal opposition pre- 
ceded desegration of the schools in Tucson, 
Arizona(24), and Washington, D. C.(25). 
3ut when desegregation occurred the transi- 
tion encountered almost no opposition. 
What these gaps between private and pub- 


lic opinions and between public opinions and 
overt behavior mean (among other things) 
is that we need to distinguish between preju- 
dice and discrimination. Discrimination (i.¢., 
unfair treatment of certain groups based on 
prejudice) may occur in conformity with an 
idea (often erroneous) of local custom or 
law. It arises from a need to conform much 
more often or just as often as it arises from 
important prejudices. And it is correspond- 
ingly much more susceptible to change. Be- 
cause when a person changes his notion of 
what is acceptable to the group (especially 
in the situation immediately confronting 
him) his behavior can rapidly fall into line. 
After his behavior has changed his preju- 
dices may alter, partly because new experi- 
ences have weakened them and partly be- 
cause a man needs to think that he acts in 
accord with his convictions. If he changes 
his behavior to conform to some new social 
pattern, he will fairly soon change at least 
the outward expression of his attitudes in 
order that his behavior may seem consistent 
with his beliefs. This leads us to the im- 
portant relationship between prejudice, dis- 
crimination, and the law. 

How Prejudices and Behavior Related to 
Prejudices Change.—One often hears that 
“you cannot legislate prejudice away,” or, 
in the words of William Graham Sumner, 
“stateways cannot change folkways’’(26). 
We do not think that anyone ever supposed 
that legislation or administrative acts could 
change prejudices directly. But what they 
can do is bring new experiences to a preju- 
diced person so that he may revise his mis- 
perceptions of the objects of his prejudice. 
Legislation can reduce discrimination and 
the lessening of discrimination reduces the 
separative isolation which contributes to 
prejudices(21, 27). 

A number of studies have demonstrated 
the lessening of prejudice following the les- 
sening of discrimination through adminis- 
trative changes. For example, a study of 
attitudes towards Negroes among persons 
living in segregated and integrated housing 
projects showed that those living in the in- 
tegrated housing projects had markedly less 
prejudice against Negroes than those living 
in segregated projects. Moreover, those who 
had moved from a separate to an integrated 
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project reported a much greater lessening of 
prejudice against Negroes than did those 
who had remained in segregated projects. 
Approximately 75% of the former group 
changed their attitudes, only 15% of the 
latter group(28). 

Already since the Supreme Court’s deci- 
sion on desegregation of the schools more 
than 300,000 Negro children have entered 
schools previously exclusively white. This 
has brought to several times that number of 
white children their first close contact with 
Negro children. We suppose that these con- 
tacts are on the whole acting to reduce 
prejudice. 

Clearly not all contacts between two 
groups reduce prejudice. Segregated buses 
provide a form of contact between the races, 
but one which promotes attitudes of su- 
periority and inferiority in the two groups 
towards each other. More helpful, or if we 
may use the term, more therapeutic are ex- 
periences where equality is assumed. Of 
such are the new experiences provided by 
desegregated schools. Even more therapeu- 
tic, we believe, are experiences where com- 
mon goals are shared and worked for to- 
gether, and this, experiences in the Army 
have convincingly demonstrated. Prejudices 
among white soldiers toward Negroes fell 
markedly after white and Negro soldiers 
had fought together(29). 

Gathering together these various influ- 
ences and other factors, we suppose that 
changes in prejudice come about somewhat 
in the following manner. We shall illustrate 
with the process of desegregation. Certain 
social and economic changes first make dis- 
advantageous prejudicial attitudes and dis- 
crimination towards a whole group. Such 
economic and social changes occurred 
throughout the twenties and thirties of this 
century and radically altered the position of 
Negroes in our society. These changes were 
accompanied by increasing experiences and 
educational measures which tended to cor- 
rect misperceptions about Negroes. To- 
gether these forces created a climate of 
opinion which not merely favored but posi- 
tively pressed for a change in their legal 
status as Negroes. This was given expres- 
sion in the Supreme Court’s decisions on 
desegregation in schools and buses in the 


mid-nineteen fifties. These decisions had two 
further effects. First, they greatly increased 
discussion of the issue thus providing in- 
creased opportunities for corrective informa- 
tion to seep through to prejudiced persons ; 
and, secondly, they imposed immediate ex- 
periences of Negroes on a great many white 
people who had formerly isolated them- 
selves or been isolated from Negroes. These 
discussions and personal experiences, still at 
this time confined to a small number of 
people, reduced prejudices (or at least their 
overt expression) still further. They thus 
prepared the way for still further judicial 
or administrative acts bringing further inte- 
gration of the races. Thus some lessening 
of prejudice probably must precede judicial 
and administrative acts. But these in turn 
may precede widespread reduction of preju- 
dice. Probably considerable prejudice to- 
wards Negroes will remain long after formal 
and legal integration has occurred across the 
country. 


SUMMARY AND CONCLUSIONS 


We began by describing prejudice as a 
minor psychological symptom, an expression 
of blurred perceptions and unclear thinking. 
We mentioned its principal origin in fear 
and its frequent support by a need to reduce 
guilt through projecting blame onto others. 
We emphasized the deep roots of prejudicial 
thinking within the personality. 

In the later sections of this article we de- 
scribed a number of factors which can 
modify the expression of prejudice and its 
influence on behavior. We pointed out that 
statements of prejudice and, still more, overt 
behavior based on prejudice are strongly in- 
fluenced by groups and by a person’s judg- 
ment of what the group to which he princi- 
pally belongs wishes. This section of our 
paper may make prejudice appear a great 
deal more plastic than our first sections sup- 
posed. 

We think this apparent inconsistency can 
be harmonized by distinguishing prejudicial 
thinking and individual prejudices. Such 
faults of thinking as overgeneralization and 
responses to categories rather than to indi- 
viduals cannot readily be given up, espe- 
cially when they are sustained by fear and 
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have been practiced for many years. But 
individual errors of judgment can be cor- 
rected by new experiences. People can 
change their ways of looking at a particular 
problem, even though it takes much longer 
for them to change their general habits of 
approach to any problem. 

These new ways of looking at a problem 
may come through new experiences brought 
about by legislative, judicial or administra- 
tive acts. Changes of behavior will follow 
awareness of new laws or customs; changes 
of attitudes may come later as the new ex- 
periences correct misperceptions and as the 
changing person seeks to bring his attitudes 
into line with his conforming behavior. 
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TOWARD A DEFINITION OF THE THERAPEUTIC COMMUNITY ** 
HARRY A. WILMER#® 


The term “therapeutic community,” in its 
application to the mental hospital, is a rela- 
tively new term, and one that is not always 
clearly understood or precisely used. What 
do we mean when we speak of the thera- 
peutic community in the mental hospital ? 
Unfortunately, some of us may mean one 
thing and some of us another. The term has 
come to have a wide variety of meanings, 
many of which are vague, misleading, euphe- 
mistic, or even totally erroneous. 

An effort must be made, I believe, to ar- 
rive at some reasonably precise even if ten- 
tative, definition of this term in its specific 
application to the mental hospital. Other- 
wise, a scientifically valid comparison of our 
observations on the efficacy of the therapeu- 
tic community in the management of mental 
illness will become increasingly impossible. 

“A term,” Bridgeman points out, “is de- 
fined when a condition is stated under which 
I may use the term and when I may infer 
from the use of the term by my neighbor 
that the same conditions prevail.” As a first 
step toward a definition of the term “thera- 
peutic community” for our purpose, there- 
fore, I propose to describe the conditions 
under which a mental hospital may justifi- 
ably be called a therapeutic community as 
I see it. 

What is the task such a hospital sets 
itself? How does it go about this task? 
What does it aim to accomplish? What are 
its results? The answers to these questions 
call for philosophical, naturalistic, and tech- 
nical observations(6, 24, 25). In this paper 
an attempt is made towards a broad defini- 
tion ; and a description of a therapeutic com- 
munity at the U. S. Naval Hospital, Oakland, 
California is presented. 


1 Read at the 113th annual meeting of The Ameri- 
can Psychiatric Association, Chicago, Ill., May 13- 
17, 1957. 

2 The opinions contained herein are the private 
ones of the author and are not to be construed as 
the official views of the Navy Department or the 
views of the Naval service at large. 

8 Captain, Medical Corps, USNR, Naval Medical 
Research Institute, Bethesda, Md. Present address: 
Mayo Clinic, Rochester, Minn. 
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THE THERAPEUTIC COMMUNITY CONCEPT 


The concept upon which the therapeutic 
community rests is not new in the history 
of mental treatment. The colony at Gheel, 
Belgium, which has been in continuous ex- 
istence since the 13th century, is one ex- 
ample where the patients are afforded a much 
more varied social opportunity than in a 
mental hospital, but we must keep a clear 
distinction between community care and a 
therapeutic community where the patients 
themselves interact under trained psychiatric 
guidance. While there was a certain amount 
of ideal patient participation in the planned 
therapeutic program in the American(23) 
as well as the British armed forces during 
the war, after demobilization the momen- 
tum appeared to diminish in the American 
scene but retained some of its force in 
Britain. An extensive methodical scientific 
exposition of it was made in 1952 by Max- 
well Jones(11), who has operated a thera- 
peutic community in psychiatric hospitals 
in England for the past 16 years, following 
upon the early war work at the Northfield 
Military Hospital(4, 5, 7, 9, 16). 

The basic departure of the therapeutic 
community concept from traditionally estab- 
lished concepts of the mental hospital is 
the emphasis that it places upon socio-envi- 
ronmental factors in the patient’s hospital 
experience. In the hospital which operates 
as a therapeutic community, socialization and 
the sense of belonging take their place along 
with psychotherapy. The traditional order 
of hierarchy is reversed, and the hospital is 
regarded as the patient’s world rather than 
the doctor’s domain; thus the traditional 
staff attitudes and staff-patient relationships 
are considerably altered. So also are the pro- 
cedures employed: self-control, dignity, and 
trust supplant excessive imposed controls, 
restrictions, regimentation, and_tradition- 
bound rituals. 

The hospital is conceptualized literally as 
a form of community with its special culture 
and subcultures, similar both in the family 
sense and in the larger sense to the commu- 
nities in the outside world from which the 
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patients have come and to which, it is 
hoped, they will again be able to return. 
Its operations are designed to create a social 
environment—a therapeutic milieu—which 
gives the patients and the staff a sense of 
membership in this community. 

The therapeutic community may use any 
or all of the somatic or group or analytic 
or nonanalytic therapies; but its basic 
therapy is milieu therapy. It is neither au- 
thoritarian nor democratic in a_ political 
’ sense, nor permissive in a play-therapy sense. 
Its efforts are not dictated by “humanitarian” 
purposes, but by therapeutic purposes which 
are humane. 

It imposes limits on certain forms of be- 
havior, initiating these limits from the mem- 
bers whenever possible. It takes what it 
can use from behavioral science, psychol- 
ogy, sociology, and anthropology, and em- 
ploys its borrowings for the practice of 
medicine. It strives to get away from the 
use of locks, mechanical restraints, punish- 
ment, and suppression of ideas and feelings 
in the belief that these practices do not serve 
therapeutic ends. Instead, it fosters, by every 
possible means, an environment without fear 
and distrust, in which patients and staff feel 
safe and in which communication is rela- 
tively free. It operates successfully only in 
an elastic atmosphere where learning, by both 
patients and staff, is the enduring task. It 
seeks continually to solve its problems in 
terms of interpersonal relations, by helping 
the patient to identify himself with a social 
group and through identification modify his 
social attitudes and behavior because of his 
growing awareness of his role in relationship 
to other people. 

Its ultimate objective and the general 
means by which it attempts to attain this 
objective have been summed up by Main as 
follows: 


The socialization of neurotic drives, their modi- 
fication by social demands within a real setting, 
the ego-strengthening, the increased capacity, sin- 
cere and easy social relationships, and the sociali- 
zation of super-ego demands, provide the indi- 
vidual with a capacity and a technique for stable 
life in the real world(16). 


And by Jones and Rapoport as follows: 


A therapeutic community differs from other 
hospitals in that it is committed to the idea that 
socio-environmental and interpersonal influences 
play an important, though not exclusive, part in 
the treatment program, and it is characterized by 


an atmosphere of intimate, spontaneous face-to-face 
interaction in which lines of communication are 
relatively free, with both patients and staff having 
access to the total body of relevant knowledge in 
the life of the institution(15). 

This is only a beginning in the problem of 
the conceptualization and definition of the 
therapeutic community. The process of the 
therapeutic community and change will be 
reported in separate communications( 33). 
In terms of what Bridgeman postulates I 
want to make some attempt to develop a 
frame of reference. This will be done in 2 
ways: an objective inventory of data which 
allows for comparison between these social 
organizations, and a description of our com- 
munity. 


A BASIS FOR COMPARING THERAPEUTIC 
COM MUNITIES 


Hospitals which practice the therapeutic 
community concept are not all alike in their 
fundamental structure and process and, as 
a result, do not follow an invariable pattern. 
In comparing different therapeutic commu- 
nities with each other, therefore, the scientist 
must accurately identify the type to which 
he is referring in each instance. This means 
that he must be discriminatingly aware of 
the basic ways in which they are dissimi- 
lar, as well as the ways in which they are 
similar. 

The following outline is proposed as a 
basis for making such an identification : 


I. FACILITIES 
A. 1. One ward, 2. Part of a hospital, 3. All 
of a hospital. 

1. Unlocked, Partially locked, 3. Locked. 

1. Adequate general physical facilities, 2. 

Fair, 3. Poor. 

. I. In populated place, 2. Near populated 

place, 3. Isolated. 

. I. Special psychiatric hospital, 2. State 
hospital, 3. Part of a medical-surgical hos- 
pital. 

F. 1. Recreational/occupational facilities ade- 
quate, 2. Fair, 3. Poor. 

II. PATIENT SAMPLE 

A. 1. Unselected, 2. Partially selected, 3. 
Totally selected. 

B. 1. Mixed sexes, 2. Occasionally mixed, 3. 
Unmixed. 

C. 1. Mixed race/creed, 2. Variable, 3. Se- 
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lected. 
. I. Mixed social/economic, 2. Variable, 3. 
Selected. 
I. 10 to 30 patients, 2, 31 to 100 patients, 3. 
Over 100. 
F. 1. Mixed diagnoses, 2. Variable, 3. Se- 
lected. 
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A. 1, Adequate in number, 2. Fair, 3. Inade- 
quate. 

B. 1. Different “schools of psychiatry,” 2. To- 
tally one, 3. Variable. 

C. 1. Full-time active leader, 2. Part-time, 3. 
Consulting “leader.” ; 

D. 1. Administrative and therapeutic respon- 
sibility combined in one leader, 2. Part 
separate, 3. Totally separate. 

E. 1. Little change in personnel, 2. Variable, 
3. Much change. 

F. 1. Collaboration with other disciplines, 2. 
Occasionally, 3. None. 

. THERAPY 
A. 1. Daily community meetings, 2. Meetings 

two or three times weekly, 3. Meeting 
once a week. 

B. 1. Meetings held where patients live, 2. 
Variable, 3. Away. 

C. 1. Meeting attended by all patients, 2. 
Variable, 3. Permissive. 

D. 1. Non-use of seclusion room or restraints, 
2. Occasional or variable, 3. Common use. 

E. 1. Leader trained and experienced psychia- 
trist, 2. Psychiatrist’s initial independent 
hospital experience, 3. Variable. 

F. 1. Daily staff meeting, 2. Two or three 
times a week, 3. Once a week. 

G. 1. Rare use of sleeping pills, 2. Occasional, 
3. Frequent. 

H. 1. Ataractic drugs/barbiturates  infre- 
quently used, 2. Variable, 3. Relied upon 
heavily. 

I. 1. Relatively free communication among 
staff, 2. Variable, 3. Limited. 

. RESEARCH AND EVALUATION 

A. 1. Personal follow-up with or without 
questionnaire, 2. Variable or questionnaire 
alone, 3. None. 

B. 1. Ample written documentation kept cur- 
rent, 2. Variable, 3. Inadequate. 

C. 1. Planned periodic use of “neutral ob- 
servers,” 2. Unplanned “neutral observ- 
ers,” 3. Other. 

D. 1. Absence of hidden recording or obser- 
vation devices, 2. Variable, 3. Devices used 
constantly. 

. LEGAL STATUS OF PATIENTS (types of com- 
mitment, voluntary status, other legal mat- 
ters). 


In terms of the 32 points of identifica- 
tion proposed here, the type of therapeutic 
community conducted at Oakland would ap- 
pear as follows: 


Facilities: One ward; locked; fair physical facili- 
ties; near populated place; special psychiatric 
hospital; poor recreational and occupational 
facilities. 

Patient Sample: Unselected ; sex—unmixed; race/ 
creed—mixed; economic/social status—mixed ; 
number—12 to 34 patients; diagnoses—mixed. 

Staff: Fairly adequate in number ; one doctor ; full- 
time active leader; administrative and thera- 


peutic responsibilities combined in one leader ; 
variable amount of personnel turnover; col- 
laboration with other disciplines. 

Therapy: Daily community meetings 6 days a 
week; meetings held where the patients lived; 
meetings attended by all patients; non-use of 
seclusion room or restraints ; leader trained and 
experienced psychiatrist; daily staff meetings ; 
rare use of sleeping pills; ataractic drugs and 
barbiturates infrequently used; relatively free 
communication among staff. 

Research and Evaluation: Personal follow-up of 
patients on other wards when on duty as Offi- 
cer of the Day every 8 days, and from hospital 
records at time of discharge; ample written 
documentation kept current; planned periodic 
use of “neutral observers”; absence of hidden 
recording or observation devices. 

No patients were committed, yet because of their 
service status none were free to leave. 


If the same identifying process were ap- 
plied to another therapeutic community, a 
totally different pattern might be shown. 
For example in comparing 4 therapeutic 
community projects—the Oakland program 
and 3 others—I found agreement among 
them all on only the following points in this 
scale: II (C), Race/creed-mixed ; III (C), 
Full-time active leader; IV (1), Relative 
freedom of communication; and V (D), 
Absence of hidden recording and observing 
devices. 

Obviously, then, the scientist is on treach- 
erous ground if he assumes that all thera- 
peutic communities are the same thing. They 
differ ; and unless the type of community to 
which we refer is clearly identified in each 
instance, no accurate and meaningful com- 
parison of observations is possible. 


A THERAPEUTIC COMMUNITY IN ACTION 


In its report The Community Mental Hos- 
pital, the Expert Committee on Mental 
Health of the World Health Organization 
states: “The most important single factor 
in the efficacy of the treatment given in a 
mental hospital appears to the committee 
to be an intangible element which can only 
be described as atmosphere’ (35). 

Perhaps the best way to show that this 
“intangible element” can be produced by 
very tangible means is to describe a therapeu- 
tic community in action. For the 1o-month 
period from July 1955 through April 1956, 
the locked admission ward of the psychiatric 
treatment center at the U. S. Naval Hospi- 
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tal, Oakland, California, was operated ex- 
perimentally under my direction as a thera- 
peutic community. It is this experiment that 
I shall describe here, which is modified from 
many observations in the literature(2, 3, 10, 
13, 14, 16, 18, 19, 20, 21, 22, 26, 27). 

With certain modifications necessitated 
by a military culture, the program admin- 
istered at Oakland was patterned largely 
upon the well-known projects of Jones, 
Main, and Rees, whose work I had observed 
while on temporary Naval duty in England 
(29, 31). The fact that it was conducted 
in a military society, with its patriarchal 
authority and rigid hierarchical system, did 
not seem to be a detriment to the effective- 
ness of the program. On the contrary, the 
natural group belongingness, the habit of 
working together against common enemies, 
and the strong emphasis on social environ- 
ment(16) which characterize the military 
organization were factors that could be ad- 
vantageously utilized. It is of historical in- 
terest, also, that the therapeutic communities 
now operating so successfully in England 
grew to a large extent out of the wartime 
experience of psychiatrists in military hos- 
pitals. 

It is significant too, that in the oldest au- 
thoritative society in our culture, the mili- 
tary, the conditions necessary to the effective 
operation of a therapeutic community pro- 
gram were made possible. I was given con- 
siderable freedom in the conduct of the ex- 
periment, and the program was supported 
at all levels of command. At the conclusion 
of the 10-month experiment at Oakland, I 
was assigned to the Naval Medical Research 
Institute at Bethesda, Maryland, for one 
year with no responsibilities other than the 
evaluation of the data, (some 15,000 type- 
written pages of data, 133,000 feet of sound 
motion picture film, and 40 hours of tape 
recorded meetings) * some of which I shall 
now present. 

Patients remained on the admission ward 
for only 10 days, then were transferred 
either to an open or closed ward. They were 
followed on the other ward when I was offi- 


4 Results of this study to appear in monographs 
“Social Psychiatry in Action,” Charles C Thomas, 
Publisher. And “Practical Social Psychiatry,” 
Naval Medical Research Inst., Bethesda, Md. 


cer of the day for the entire psychiatric 
service, and in the weekly meeting I held 
with all nurses from all wards. The chief 
psychiatric nurse for the service attended 
all of our meetings and in the staff meet- 
ings reported on the progress of the patients 
after they left. In addition we studied the 
final records of the patients at the time of 
discharge. Beyond this there was no fol- 
low up. 


PATIENT SAMPLE 


During the 10 months of the Oakland 
experiment, 939 patients (all of them male) 
were admitted to the 34-bed locked ward 
on which the program was conducted. They 
came, singly or in groups, from west coast 
hospitals, from ships of the Pacific fleet and 
islands of the Pacific, and from Naval and 
Marine posts of duty in the Far East. Many 
of them arrived in restraints and under 
heavy sedation. All remained on the ward 
for an arbitrary period of 10 days before 
being transferred to other psychiatric wards 
for intensive therapy. The Oakland Hos- 
pital is one of the 2 designated psychiatric 
treatment centers in the Navy, and hence 
received the most disturbed patients. 

The patient sample was truly a given 
sample, unselected and diagnostically mixed. 
According to the final diagnoses arrived at 
in the hospital, 44.4% of the group were 
psychotic, 26.6% psychoneurotic, 28.3% suf- 
fered from character and personality dis- 
orders, and 0.7% from acute situational mal- 
adjustment. The latter group is not included 
in the first diagram so that the total is not 
100%. 

A detailed statistical analysis made of 576 
representative cases revealed the following 
additional factors about this smaller patient 
sample : * 68.7% of the men were Navy per- 
sonnel and 31.3% Marine Corps personnel ; 
47.9% had been admitted from shore duty 
within the United States, 33.9% from ships 
at sea, and 18.2% from foreign shore duty 
stations; 3.5% were officers and the re- 


5 The smaller sample here was subjected to many 
types of analysis, to be reported later in a mono- 
graph. As a test of its representativeness, it was 
compared with the total 939 in terms of diagnosis 
(psychotic and nonpsychotic); the Chi? results 
suggest that it was almost 100% representative 
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mainder were enlisted men (rated and un- 
rated) or rated chief petty officers. The 
median age (officers and men) was 24 years, 
and the median length of service 3 years. 
In marital status, 64.3% were single, 30.97% 
married, and the remainder separated or di- 
vorced. Serious suicidal attempts had been 
made by 11.3% of the men immediately 


Percent 
100 


aggressive 


dependent 


prior to their hospitalization. At the end of 
their stay on the wards to which they were 
transferred from the admission ward, 31.9% 
were still considered 100% disabled and 
eligible for transfer to Veterans Administra- 
tion hospitals; 17.2% were ultimately re- 
turned to duty, and the rest were separated 
from the service. 
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THE STAFF 


The staff, like the patient sample, was 
unselected. I was the medical officer on 
the ward, and my responsibilities included 
both psychotherapy and administration. The 
organizational plan at Oakland provided bil- 
lets for 2 full time nurses and 9 corpsmen on 
the admission ward. This number was not 
increased for purposes of the experiment, 
and all staff assignments continued to be 
made by routine methods. In the normal 
turnover and rotation, the g corpsman bil- 
lets on the ward were filled by 49 different 
persons during the 10-month period of the 
experiment, At one time we were so short 
of corpsmen that for an unusually busy week 
the patients could not get out into the court- 
yard. 

There was no preliminary period of staff 
orientation and training. The nurses and 
corpsmen assigned to the ward learned how 
to operate in a therapeutic community by a 
process of on-the-job training. 


OPERATIONAL PLAN 


The ward log shows that, until the thera- 
peutic community plan was introduced, there 
had been numerous incidents and crises on 
the admission ward. Restraints, isolation, 
and barbiturates had been the principal meas- 
ures for dealing with them. On my rounds 
as OD, I had often seen patients in the 
ward’s two “quiet rooms,” calling out loudly, 
pounding on the door, lost in utter confusion, 
or mute and motionless on the floor—a pic- 
ture familiar to all psychiatrists. And I had 
puzzled increasingly over what possible 
therapeutic value such methods could have. 

The therapeutic community experiment be- 
gan one day with an announcement to the 
staff of the general plan and the issuance of 
the following initial instructions: 1. no form 
of mechanical restraint was to be used on 
the ward; 2. the use of the seclusion room 
was to be discontinued; 3. the barbiturates 
were to be administered only under unusual 
circumstances. The general plan provided 
that ataractic drugs would be used, though 
sparingly at first, and that electric shock 
would be recommended if needed (it was 
used only once on the admission ward, but 
recommended for several severely depressed 


patients when they were transferred to other 
locked wards). 

Elimination of Restraints and Seclusion 
Room.—No mechanical restraints were used 
on any patient in the therapeutic community, 
and no member of the admission ward staff 
ever isolated a patient in the seclusion room. 
(On 5 occasions, patients were placed in the 
seclusion room by officers of the day, but 
they were removed the next morning when I 
returned to work.) Even with the suicidal 
patients the time-honored practice of isola- 
tion for “‘safe-keeping” was not observed. 
Nor were “suicidal precautions” ever “‘or- 
dered” for any patient. The risks of indi- 
vidual patients were discussed at the daily 
staff meetings ; but the staff learned by ac- 
tual experience that the suicidal patients 
were safer on the ward, with the attention 
of others, than in the seclusion room and 
that they also seemed to get well faster there, 
at least symptomatically.® 

Use of Drugs.—The number of barbitu- 
rates prescribed dropped precipitously (Fig- 
ure 2). In the last 4 months of the experi- 
ment, only 24 doses, oral and parenteral, 
were given to the 443 patients admitted to the 
ward during the period. This contrasts with 
314 doses given to 400 patients admitted dur- 
ing the 4 months prior to the establishment 
of the therapeutic community. Sleeping pills 
were found to be largely unnecessary (30). 

Our use of ataractic drugs (chlorproma- 
zine and reserpine) ranged from 4.4% of 
the patients in the first month of the experi- 
ment to 31% in another. In the first 4-month 
period, 10.8% of the patients were given 
these drugs. In the second 4-month period, 
the proportion was increased to 27.9%, to 
determine whether a more extended use of 
ataractic drugs would further benefit the 
community and also because in the last 
4 months an open receiving ward was estab- 
lished so that the less disturbed patients 
were not admitted to our ward. (In both 
periods the same average dose was used— 
chlorpromazine, 100 mgs; reserpine, I mg. 
The average number of doses per patient 
treated, remained about the same, 16.0 in 


® We were always aware that a grave emergency 
could occur in which the quiet room might be nec- 
essary. This would have merely been an exception 
to the rule but during the time of the experiment 
it did not occur. 
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the first 4-month period, and 15.7 in the 
second. ) 

The number of patient problems and ad- 
ministrative and behavioral difficulties dur- 
ing the second of these 2 periods showed no 
significant decrease over the first, although 
the proportion of patients treated with 
ataractic drugs was almost 3 times greater. 
The difference is satistically significant at 


the 1% level (.001<P>.01). Subjective 
observations led to the conclusion that ex- 
tension of the ataractic drug treatment made 
no appreciable over-all difference on the 
ward. This may suggest that the drugs have 
a discernible but limited value. We found 
them of real benefit in dealing with the most 
hyperactive cases, particularly with the hebe- 
phrenic and manic patients and the greatly 
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disturbed paranoid schizophrenics. With 
the less “actively” ill, their value was slight. 
It was our conclusion that, as with the use of 
sleeping medication, the extensive use of 
ataractic drugs was neither necessary nor 
profitable to the therapeutic community. Pa- 
tients were allowed to have a degree of 
anxiety, which was utilized in helping them 
master their problems of hospitalization. 

Community Meciings.—Six days a week, 
after the morning sick call, the patients and 
staff gathered together on the ward for a 
45-minute meeting. The patients would take 
their bedside chairs and place them wherever 
they wished to sit; I always sat in the same 
chair by the foot of a bed in the middle of 
the ward; and the staff dispersed themselves 
throughout the patient group. 

It was clear to the patients that what- 
ever they wanted to talk about in these meet- 
ings was permissible. During the course of 
the 10 months the discussion ranged over a 
wide variety of subjects. It was always al- 
lowed to take its direction largely from the 
patients themselves. I made a minimum 
number of interruptions and interpretations 
and in the last few minutes of the hour 
summarized the meeting. The major thera- 
peutic contribution was made by the patients 
themselves (33). 

All patients were expected to attend the 
meetings. They were not forced to do so, 
and no “or else” was implied. But the firm 
expectation alone was sufficient so that only 
2 out of 939 patients on the ward during the 
period of the experiment refused to attend. 

Staff Meetings.—As a part of the on-the- 
job training process, 30-45 minute staff meet- 
ings were held in my office 6 days a week 
immediately following the community meet- 
ing. Problems on the ward were taken up 
at this time, and the community meeting that 
had just ended was analyzed in detail for 
the information that it had revealed about 
each of the patients, the community as a 
whole, and the staff as well.” These meetings 

7 Situations of this kind afford an opportunity 
for patients and staff. In psychiatry we have to 
accept responsibility for the mental health of the 
relatively untrained personnel and such meetings 
provide the fundamental aspect of staff training. 
Not only was the treatment situation for the pa- 
tients dealt with but also the staff tensions activated 
in the process which must be resolved before ther- 
apy can be dealt with objectively. 


proved to be highly effective for developing 
the staff attitudes which must exist if the 
therapeutic community is to succeed. 

The morning and afternqgon corpsmen 
shifts alternated with each other, thus the 
day crew would all have an equal opportunity 
to attend the meetings. The night crew, 
however, was constant; so I met with them 
separately for 30 minutes on the nights when 
I was OD once a week. In addition I met 
once a week with the nurses and once a week 
with the corpsmen. 

Interviews with Patients——Each patient 
was seen briefly by me within an hour after 
his admission and in a 30-60 minute evalua- 
tion interview within a day or two. If any 
of them desired further interviews, this 
could be arranged simply by signing their 
names on the “doctor’s list” posted on the 
bulletin board. They were seen strictly in 
the order in which their names appeared on 
the list, and within 48 hours. During the 
10 months of the experiment, 4 of the pa- 
tients signed the list ; of this number, 48.6% 
requested only one interview. In terms of 
the major diagnostic categories, the relative 
distribution in this group paralleled within 
2.8% that in the total patient sample. No 
major diagnostic category was dispropor- 
tionately represented in the group of patients 
who requested interviews. 

In addition to these general arrangements 
for interviews, one “treatment case” was 
chosen at random each 10-days for continu- 
ous therapy in daily 30-minute sessions. This 
was done to give me a deeper insight into 
the community processes through the obser- 
vation of the individual patient. 


RESULTS 


One of the aims of the therapeutic com- 
munity is to foster self-control through a 
process of socialization. To achieve this, the 
patients and staff must have a sense of fel- 
low-membership in the community and must 
make the attitudes implicit in this member- 
ship a part of their conscious and uncon- 
scious habit throughout the 24-hour day on 
the ward, all of which is considered therapy. 
This places upon both a mutual responsi- 
bility for courteous and helpful behavior in 
all staff-patient and patient-patient relation- 
ships. It fosters relatively free and full 
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communication by patients and staff with a 
continuous feedback of information and end- 
less observations by community members. 

The experiment at Oakland, I believe, 
largely fulfilled this aim: as behavior im- 
proved discernibly, and acts of violence prac- 
tically disappeared ; incontinence was rare; 
and even the psychotic patients were accepted 
into the community meetings and often func- 
tioned exceedingly well, sometimes showing 
dramatic symptomatic improvement in a 
matter of days. We were encouraged to 
undertake the socialization of “psychopaths” 
by the experience reported by Jones(12). 

The effect of the community meetings 
carried over also to the more important other 
23 hours of the patients’ day. Observers 
who remained on the ward during the entire 
day were able to report a continuous and 
rather sophisticated discussion, usually stem- 
ming from the morning’s community meet- 
ing, which helped to relieve the inevitable 
monotony of life on the ward. The patients 
read, played cards or ping pong, exercised 
together in the courtyard, organized games, 
or formed small groups among themselves. 
The ward had, in fact, become a social com- 
munity. 

The staff at first were apprehensive at 
the prospect of dealing with the patients 
without the familiar mental hospital pro- 
cedure of imposed controls. But gradually, 
through a process of “learning by doing,” 
they were largely relieved, at least con- 
sciously, of their fear that they could not 
cope with the patients by the methods per- 
mitted to them in the therapeutic community. 
And, with the patients largely relieved of 
their fears of harsh treatment, a spirit of 
mutual cooperativeness and trust developed. 
The firm expectation of socially acceptable 
behavior, without an “or else” implied, paid 
dividends. 

This is not to say that no difficulties and 
problems arose in the therapeutic com- 
munity, but only that most of them were 
met in a cooperative community spirit and 
that most of them were mastered. 


SUMMARY 


The therapeutic community concept is 
only one of many new approaches to the 
problem of the mentally ill. But it is a hope- 


ful method, and one that can lead, I believe, 
to the improvement of our mental hospitals. 
How much its success depends upon the en- 
thusiasm, optimism, and enhanced interest 
and activity of the staff is difficult to evalu- 
ate. The immediate task facing those of 
us who believe in its efficacy is, as I see 
it one of making the intangible atmos- 
phere tangible—descriptively, statistically, 
and graphically—so that the failures and suc- 
cesses with the therapeutic community ap- 
proach can be analyzed and the procedures 
perfected. We need to work toward a clearer 
understanding of what this method is, psy- 
chologically, psychoanalytically, and psychi- 
atrically ; to identify, define, and study sig- 
nificant elements of the therapeutic milieu 
as objectively and critically as possible. We 
need work like the paper of Ackner, Harris, 
and Oldham(1) in which scrupulous con- 
trols are established in the evaluation of 
treatment programs with proper considera- 
tion of therapy and socio-environmental fac- 
tors with elimination of staff attitude from 
the final judgments. 

The therapeutic community here described 
represents an effort at the understanding of 
patient management. It is my impression 
that it is also therapy but this has not been 
proved. The “traditional role of the pa- 
tient is to be sick” but in this ward the 
role of the patient is to exhibit normal be- 
havior as nearly as he possibly can. Manage- 
ment of the acute psychiatric patient was 
based on the expectation of self-control 
rather than the traditional staff attitudes that 
patients were “dangerous” and would mo- 
mentarily go out of control. With a sharing 
of responsibility and participation in the 
over-all program (within the limitations of 
the military hospital structure) according to 
the capabilities of the patients the expecta- 
tions were now based on actual happenings 
rather than projected fears. This type of 
management opens up the possibilities of 
therapy through social interaction with the 
staff-patient involvement affording poten- 
tialities for social development and identifica- 
tion with the group. It also focuses atten- 
tion on treatment at the beginning of hospi- 
talization (in an admission ward) which is a 
necessary parallel to studies of therapy and 
patient management, resocialization and re- 
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habilitation of the long-term patient. It is 
also, in a sense, part of the same problem 
and could ameliorate the magnitude of the 
enduring hospital problems in patient man- 
agement. 
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DISCUSSIONS 


Morris Weiss, M.D. (Northville, Mich.).—In 
our own experience of attempting to establish a 
therapeutic community in a 40-bed closed section in 
a General V.A. hospital it took at least several 
months before certain crucial changes could be 
made. It was difficult for certain staff members 
to give up their traditional roles. Freer communi- 
cation between staff members, let alone toward 
patients, was not easy to establish. The allowing 
of patients greater participation and decision in 
their treatment and hospital life was met with re- 
sistance. The staff needed to be worked with and 
supported initially. 

For some of our schizophrenics—and this cate- 
gory comprised 70% of our population—the thera- 
peutic community can be a threat as well. The 
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meaningful involvement of the ambulatory schizo- 
phrenic in such a program was our most chal- 
lenging task. In the schizophrenic there is a ten- 
dency to give up normal social roles for the 
security operations employed in his illness. His 
relative isolation and need to remain passive 
militate against active participation. Thus, we 
accepted the idea of the patient determining the 
level of his own participation and responsibility 
within community affairs. Approved social be- 
havior and roles he learned from more intact pa- 
tients and staff. What may be a therapeutic com- 
munity for the personality disturbance or neurotic 
may not be for the schizophrenic. 

The importance of the community meetings can- 
not be overestimated. In our community meetings 
it was felt that free discussion would lead to a 
group decision and then to some appropriate action 
if this was called for. We felt that when a con- 
crete result followed—when, for example, an un- 
nec bed time rule was changed or more 
benches installed in the shower room—the patients 
felt that their words had meaning and that discus- 
sion could lead to favorable changes. This gave 
substance to the feeling that treatment was pa- 
tient oriented. 

In describing his results Dr. Wilmer states that 
the patients and staff developed a sense of member- 
ship in the community. To explain it he says that 
there was a carryover for the rest of the day 
from the morning community meeting. My guess is 
that membership spirit resulted from something ad- 
ditional. The doctor’s own energy, encouragement, 
and investment in the program can become con- 
tagious. Also, there probably was much informal 
interaction and socialization staff to patient, and 
patient to patient. It would be nice to have had 
a description of such interactions as these can be 
quite significant in the therapeutic community. 

The author presents an outline for comparing 
therapeutic communities. Dr. Wilmer will perhaps 
agree that a more detailed and comprehensive de- 
scription of the formal and informal structure of the 
community will develop. Studies like Devereux’s in 
which he describes the social pattern of a schizo- 


phrenic ward or Henry’s account of types of in- 
stitutional structure and how they profoundly influ- 
ence the milieu come to mind. 

I think Dr. Wilmer deserves much credit for 
his continued search to make “tangible” the essen- 
tial attributes of the therapeutic community, and 
we shall look foreward to his future reporting as 
more data are analyzed. 

Rosert A. Matuews, M.D. (Philadelphia, 
Pa.).—I like this paper because Dr. Wilmer has 
done something that needed doing and has done it 
well. He puts it aptly when he says the therapeutic 
community may use all types of therapies “but its 
basic therapy is milieu therapy—its efforts are not 
dictated by “humanitarian” purposes but by thera- 
peutic purposes which are humane—it imposes 
limits on certain forms of behavior, initiating these 
limits from the members whenever possible—it 
fosters by every possible means an environment 
without fear or distrust in which patients feel safe 
and in which communication is relatively free.” 

As so clearly demonstrated by Dr. Wilmer, a 
ward conducted as a therapeutic community be- 
comes a social tranquilizer. Here is an acute serv- 
ice with all types of patients who interact in a 
therapeutic fashion practically without sedation or 
restraint. It represents patient management with- 
out fear. Why? Because the staff is not afraid of 
the patients so the patients take their cue from the 
staff and are not afraid of each other or the new pa- 
tient who acts in a threatening way. 

Dr. Wilmer has also demonstrated that such a 
therapeutic community can be established and con- 
ducted successfully in a rather rigid authoritarian 
administrative structure such as a military medical 
service. This being the case it becomes obvious 
that the same principles and patterns can be 
adapted to our large state mental hospitals, to 
private mental hospitals and to psychiatric works 
in general hospitals. The latter facilities are 
rapidly becoming the focal points for initial resi- 
dential treatment in community centers and mental 
health programs. Having as yet no structure fixed 
by tradition, these units can most readily adapt to 
and apply the concepts outlined in this paper. 
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In view of the importance of this subject 
we are submitting this brief preliminary re- 
port. 

The earliest reports on meprobamate 
(“Miltown,” “Equanil”’) stated that the drug 
was not habit-forming(1, 2). More recently 
a number of reports have described unde- 
sirable side effects as well as instances of 
excessive self-medication (3). 

Probably all drugs used to sedate or to 
tranquilize can be habit-forming, the patient 
becoming psychologically dependent upon an 
effect such as a sense of relaxation or well- 
being. Of course it is clear that certain pa- 
tients may develop a dependence upon a non- 
active drug if there is a suitable psychologi- 
cal meaning of that drug for the patient. 

Ewing and Fullilove(3) described a case 
in which the patient seemed clearly to de- 
velop a physiological dependence, and during 
the first 6 months of 1957 we heard of other 
instances and observed further examples 
which suggested to us that a physiological 
tolerance to meprobamate can occur and that 
there can be a withdrawal syndrome. 

This observation we put to the test in July 
and August 1957. Seventy-five chronic but 
cooperative State Hospital patients without 
history of convulsions were divided ran- 
domly into 3 groups. A “double blind” study 
was conducted with groups of 25 patients 
receiving respectively identical placebos 
throughout or meprobamate 6.4 gm. daily 

or meprobamate 3.2 gm. daily. 

Clinical observations and classification as 
regards the effects of meprobamate and with- 
drawal reactions were completed before the 
code was broken. This revealed severe seda- 
tive effects at those dosage levels. 

During the first three days 35 patients out 
of 47 showed staggering gait or inability to 
stand or walk without falling. Other effects 
included projectional vomiting (4 cases), and 
urinary and fecal incontinence (4 cases). 


1 Assistant Professor of Psychiatry. 
2 Senior Medical Student, University of North 
Carolina School of Medicine, Chapel Hill, N. C. 
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A CONTROLLED STUDY OF THE HABIT FORMING PROPENSITIES 
OF MEPROBAMATE 


JOHN A. EWING, M.D., D. P.M.) ann THOMAS M. HAIZLIP, B.3.? 


After 7 to 10 days most patients were no 
longer excessively sedated, pointing, we be- 
lieve, to the occurrence of physiological toler- 
ance, 

The three patient groups were continued 
on the meprobamate or placebos for 40 days 
at the end of which time all patients were 
switched to placebo. Clinical observation re- 
vealed objective evidence of an abstinence 
syndrome in 44 out of 47 patients who were 
previously on meprobamate. Two patients 
who received placebo throughout (of a total 
of 24) were suspected of showing an absti- 
nence syndrome because of insomnia alone. 

The typical meprobamate withdrawal syn- 
drome included various degrees of insomnia, 
vomiting, tremors, muscle twitching, overt 
anxiety, anorexia and ataxia. Eight patients 
showed a picture of hallucinosis with marked 
anxiety and tremors much resembling de- 
lirium tremens. Three patients developed 
grand mal seizures. 

The effects and the withdrawal syndrome 
of meprobamate at both dose levels are sta- 
tistically significant when compared with 
placebo in this study. We hope to publish 
the actual figures and further details as soon 
as possible. 

Meanwhile, we feel justified in conclud- 
ing that meprobamate closely simulates the 
barbiturates. It would therefore seem wise 
to start the drug slowly and to discontinue it 
slowly in order to prevent the occurrence of 
withdrawal symptoms. 

A more refined study of this problem is 
planned and will be reported when com- 
pleted. 

We are grateful for the support of Wyeth 
Laboratories and for the cooperation of the 
Superintendent and staff of the State Hos- 
pital at Raleigh, N. C. 


BIBLIOGRAPHY 


1. Selling, L. S.: J.A.M.A., 157: 1504, 1955. 

2. Lemere, F.: Northwest Med., 54: ie} 1955. 

3. Ewing, J. A., and Fullilove, R. E.: N. Eng. J. 
Med., 257: 76, July 11, 1957. 


835 


j 
4 
: 4 
A 
x 
4 


836 


CLINICAL 


NOTES [ Mar. 


A preparation (Vasolastine*) containing 
a rather formidable number of lipotropic 
enzymes, as well as two proteolytic enzymes 
active in the metabolism of amines, was 
evaluated clinically following an earlier ani- 
mal study. 

These enzymes are obtained from Crucifer 
seeds and contain the following systems: 
fatty acid activator, co-enzyme A, acyl dehy- 
drogenase, cleavage and condensing enzymes, 
adenosine triphosphate, dephosphopyridine 
nucleotide, and cholesterol esterase ; in addi- 
tion, amino acid-oxidase and _tyrosinase- 
tryptase were included. 

This study was initiated following encour- 
aging therapeutic reports in the literature. 

Twelve patients were included in this 
series ; 6 were diagnosed chronic brain syn- 
drome associated with cerebral arterioscle- 
rosis, the other 6 were classified as chronic 
brain syndrome associated with senile and 
presenile brain disease with circulatory dis- 
orders. The patients were transferred either 
from an admission ward or from a state hos- 
pital to a research ward. Personnel were 
available to provide special occupational and 
recreational therapy for a geriatric group. 
The nursing care was sufficient to train and 
encourage the patients to fit into an active 
ward routine. The preparation was given in- 
tramuscularly over a period of 30 to 90 days 
in a dosage of 2 cc. three to seven times a 
week. 


1 Resident Psychiatrist, Nebraska Psychiatric In- 
stitute, Omaha, Nebr. 

2 Director of Research, Nebraska Psychiatric In- 
stitute, Omaha, Nebr. 

8 This preparation was generously supplied by 
Polypharm N.V. (P.B. 6025, Rotterdam, The Neth- 
erlands). 


Clinical experience has demonstrated that 
certain patients treated with chlorpromazine 
during their hospital residence, require main- 


1 Aftercare Clinic, 2 West 13th St., New York 
BE. 


VASOLASTINE IN THE TREATMENT OF ARTERIOSCLEROSIS 
A. J. NOORDSIJ, M.D.,! ano JACKSON A. SMITH, M.D. 


SIMPLIFYING CHLORPROMAZINE MAINTENANCE THERAPY 
ELSE B. KRIS, M.D.1 


In addition to repeated psychiatric evalua- 
tions, physical and neurological examina- 
tions, and psychological testing, roentgeno- 
grams of the thorax, electrocardiograms and 
electroencephalograms were made at regu- 
lar intervals. Blood pressure readings were 
recorded daily. Urinalyses, complete blood 
counts, and blood sedimentation rates were 
done routinely. Serum cholesterol and lipo- 
protein determination were carried out. 

The medication was well tolerated; the 
only undesirable side effect was a leukopenia 
which occurred in one patient after 30 days 
of treatment, with a prompt recovery follow- 
ing discontinuation of the medication. 

Behaviorwise, the results were encourag- 
ing since the majority of the patients in both 
diagnostic categories showed more interest 
in self and in their environment. Subjectively 
there appeared to be an improvement in 
mood with a decreased frequency of somatic 
complaints. The patients’ relatives were en- 
couraged by the change in the patients’ ap- 
pearance and showed an increased interest, 
visited more frequently, and became more ac- 
cepting of the patient. In 4 cases this led to 
the patients being either returned to the home 
or being placed in a nursing home rather than 
being returned to the state hospital. 

Objectively, there were no _ significant 
changes in any of the measures taken. Ar- 
teriosclerosis as measured by lipoprotein and 
cholesterol determinations was not materially 
affected by the preparation. It was con- 
cluded that the desirable behavioral changes 
observed resulted from the increased care, 
attention and activity following transfer to 
the research ward, rather than a specific ef- 
fect of the preparation being administered. 


tenance therapy when returned to the com- 
munity in order to prevent a relapse. Such 
maintenance therapy has proved to be neces- 
sary in those cases where the duration of 
illness is a longer one. Some cases, however, 
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although of a more acute nature, still require 

maintenance therapy if the stress situations 
in the environment are considerable. It has 
been observed in general that the excitement 
of coming home and having to adjust to the 
outside world is frequently better tolerated, 
even in acute cases, if maintenance therapy 
is started for at least the first few weeks 
after which it can be discontinued. 

Patients who have had a longer duration 
of hospitalization, or those who had several 
hospital admissions, require to be kept on a 
maintenance dosage as they otherwise show, 
sooner or later, recurrence of symptoms. 

Such maintenance therapy has to be indi- 
vidually adjusted to the needs of each pa- 
tient and continued in some cases for a pro- 
longed period of time, in some others indefi- 
nitely. 

It was occasionally observed that patients 
starting employment are under considerable 
tension which might interfere with their 
sleep. Here, too, maintenance therapy over 
the first few weeks helps a great deal in work 
adjustment. 

In all these cases it was found that pa- 
tients who returned to the community and 
were on medication more than once or twice 


PSYCHOTIC 


THE COMBINED USE OF A TRANQUILIZER,' SYMPATHOMIMETIC 
AND VITAMINS IN THE TREATMENT OF ELDERLY 


a day would either forget to take the medi- 
cation or would feel embarrassed by having 
to take it while being watched by others at 
work or socially. Taking pills on the job left 
the patient open to questioning and involved 
uncomfortable explanations or evasions. To 
avoid this the use of a sustained release cap- 
sule containing chlorpromazine, the spansule 
form of the drug, which provided medica- 
tion for a period of about 12 hours with one 
dose, has been tried. This enables the pa- 
tient to omit the inconvenience of the mid- 
day dose and also insures a more even dis- 
tribution of the effect of the drug. 

Moreover, it has been observed in a num- 
ber of cases that this method of chemo- 
therapy has a beneficial effect on the pa- 
tient’s sleep cycle. This was particularly 
true in those patients who previously had 
complained while receiving regular chlor- 
promazine medication at hour of sleep, about 
nightmares, particularly prominent during 
the hours of waking early in the morning. 
These patients, when receiving the spansule 
form of the drug at bed-time, reported that 
they now were able to sleep soundly all 
through the night and no longer were dis- 
turbed by nightmares. 


PATIENTS 


LIONEL H. BLACKMAN, M.D.,3 ABRAHAM GLENN, M.D.* ann LEON OLINGER, M. D.‘ 


Our recent study at Brooklyn State Hos- 
pital considered one of the major problems 
in psychiatry today, namely: the treatment 
of the aged psychotic patient. Physical de- 
bility was taken as a major consideration as 


1A combination of reserpine, d-amphetamine sul- 
fate, and a therapeutic vitamin formula. This prepa- 
ration was developed and supplied by Premo Phar- 
maceutical Labs., Inc., 111 Leuning Street, South 
Hackensack, N. J., under the name Vita Respital. 

2 The authors wish to express their appreciation 
to Dr. N. Beckenstein, Senior Director of Brooklyn 
State Hospital, for his cooperation in making this 
project possible, and Dr. H. Perlowitz for his valua- 
ble work on controls. 

8 Lakeville Medical Center, New Hyde Park, 

* Supervising Psychiatrists at Brooklyn State 
Hospital, Brooklyn, N. Y. 


well as psychiatric symptoms and sensorial 
changes. 

The medication used was a combination 
of previously proven therapeutic ingredients 
now combined to modify and eliminate un- 
desirable side effects. A therapeutic dosage 
of vitamins was utilized in consideration of 
the patients’ nutritional state. Reserpine(1), 
one of the best tranquilizers, was employed 
to reduce agitation and anxiety ; d-ampheta- 
mine sulfate was employed as a psychomotor 
euphoriant to prevent “overtranquilization” 
often seen with prolonged use of Rauwolfia 
alkaloids. This preparation, besides giving 
the expected results of each of the constitu- 
ent drugs, seemed to suggest a clinical 
synergism. 

A total of 140 elderly psychotic patients 
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were used in this study. The ages varied be- 
tween 47 and 95, averaging 70. The diag- 
noses were as follows; senile psychosis 71, 
psychosis with cerebral arteriosclerosis 28, 
dementia praecox 10, manic depressive psy- 
chosis 6, involutional psychosis 19, psychosis 
due to syphilis 3, alcoholic psychosis 2, post- 
traumatic psychosis 1. All of these elderly 
psychotic patients had a relatively poor prog- 
nosis and were unlikely to reveal any sudden 
changes. 

The medication which consisted of a thera- 
peutic vitamin formula, reserpine .25 mg. 
and d-emphetamine 5 mg., was administered 
three times a day. The group of patients 
was divided into two main subdivisions, 73 
of whom received the medication and 67 of 
whom received placebo. A double blind tech- 
nique was utilized so that neither the indi- 
viduals administering the drug nor the pa- 
tients knew who was getting medication and 
who was receiving placebo. The placebo and 
drug appeared identical. 

Our studies ran for a total of 10 weeks. 
Each item in the protocol was graded as fol- 
lows: 3 plus—greatly improved, 2 plus— 
moderately improved, 1 plus—slightly im- 
proved, O—no change. All improvements 
were then added and contrasted with the re- 
sults of the placebo group. A summary of 
our findings showed the following improve- 
ments (figures for the control group in pa- 
rentheses) : Nutrition, 86% (19%) ; Sphinc- 
ter Control, 27% (8%); Muscle Strength, 
39% (30%) ; Sociability, 67% (307% ) ; Co- 


operation, 50% (10%); Activity, 56% 
(17%) ; Initiative, 45% (13%) ; Self-Care 
and Appearance, 41% (10%). No side ef- 
fects were noted and there was very little 
fluctuation in blood pressure. 

The new drug presented, a combination 
of reserpine, dextro-amphetamine sulfate 
and therapeutic vitamins was a logical com- 
bination of previously proven therapeutic in- 
gredients which have been utilized in treat- 
ing many of the symptoms of the geriatric 
patient. Clinical observations seem to indi- 
cate a synergistic action, perhaps because the 
improvements of the patients’ physical de- 
bilities enhance utilization of the dextro- 
amphetamine sulfate and the reserpine, or 
perhaps because the improvements in the 
patients’ mood and cooperation due to the 
dextro-amphetamine and reserpine enable 
them to better metabolize their nutriment. 
The resultant improvements become more 
significant in their import when we consider 
the double blind placebo technique utilized. 
We feel these results are most encouraging 
for further use of the drug in elderly psy- 
chotic patients, and for the geriatric patient 
seen in private practice(2), who perhaps is 
not so severely ill as the hospitalized pa- 
tients in our study. 
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CLINICAL NOTE CONCERNING IPRONIAZID (MARSILID) 
ROBERT R. SCHOPBACH, M. D.1 


In an effort to determine the efficacy of 
iproniazid in the treatment of depressions, it 
has been administered to selected cases and 
compared with the effects of other medica- 
tions as well as with a placebo. Although it 
is recommended to elevate mood and to stim- 
ulate appetite, it was not used in the severely 
depressed individual where electroshock ther- 
apy is known to be very efficacious. It was 
given concurrently with electroshock therapy 
in a number of other cases. It is impossible 


1Henry Ford Hosp., Detroit, Mich. 


to accurately estimate its effects separately, 
but it was the impression that it did exert a 
beneficial effect upon the mood of the indi- 
vidual, both during and subsequent to the 
treatments. There are, however, many indi- 
viduals who are depressed to a lesser degree, 
but whose adjustment and enjoyment of life 
are impaired. The group reported here is 
comprised of 15 such ambulatory depressive 
patients. The initial dose of the medication 
was 50 mgs. 3 times a day. This was given 
without any “sales talk” or comment other 


ae 


1958] CLINICAL NOTES 839 


than “I think this medicine may help you.” 
After 2 to 4 weeks the dosage was reduced 
to 25 mgs. 2 to 3 times a day, and after 2 or 
3 months this was gradually discontinued. 
Beneficial effects were reported within the 
first one to two weeks, and further improve- 
ment was noted up until 3 months in some 
cases. The results are reported as to the de- 
gree of improvement and the psychiatric con- 
dition underlying the depressive reaction. 

Seven showed and reported considerable 
improvement. Six were chronic neurotics 
while one was depressed following Rauwolfia 
therapy and had only partially been helped 
by Ritalin. One to two months later these 
patients reported, “I felt like my old self,” 
“vastly improved,” or “perfect now.” 

Three were somewhat improved. Of these 
one was a neurotic depressive, one a schizoid 
personality, and one a cyclothymic person- 
ality. Eight of these 10 patients showing im- 
provement had not improved on previous 
placebos or other medications. 

Four were essentially unaffected. Two 


schizoid persons with depression improved, 
but felt similarly improved by placebos. One 
with chronic brain syndrome was unaffected 
by iproniazid as well as by other drugs. One 
obsessive neurotic became more energetic on 
the placebo and, in addition, felt less tense 
when taking the drug. 

Only one obsessive neurotic stated that not 
only was he unimproved but that he also 
seemed to have less appetite. There were no 
other complaints of any side-effects and no 
one discontinued the drug for such a reason. 

This group is obviously too small to be 
statistically significant due to the selection 
of only moderately depressed individuals and 
the use of controls. Nevertheless, the results 
of this 6 months observation suggests that 
psychoneurotic depressive reactions may be 
greatly benefited by this medication, whereas 
the schizoid individuals with depression are 
not so greatly benefited. This selection of 
patients may account for the difference in 
the results reported here, compared with the 
report of F. J. Ayd (Am. J. Psychiat. 
114: 459). 


TWO YEAR FOLLOW-UP STUDY OF THE RELATIONSHIP OF 


CHLORPROMAZINE AND THE INCIDENCE OF CONVUL- 


Epileptic convulsions as a complication of 
chlorpromazine have been described by many 


authors (4, 5, 6, 7,8). This study covers the ‘ 


possible epileptogenic effect of chlorproma- 
zine on 50 post-lobotomy patients treated 
and observed for a period of 2 years. All of 
these patients were on the male chronic serv- 
ice of Pilgrim State Hospital and all were 
diagnosed as chronic schizophrenics. All of 
these patients had been continuously hospi- 
talized since their lobotomy which was done 
at least 2 years prior to the onset of the study 
by the same neurosurgeon using the same 
classical technique. 

Twenty-five post-lobotomy patients who 
had convulsions at one time or another were 
compared with 25 post-lobotomy patients 
who had not at any time had convulsive 
seizures. Chlorpromazine was given to both 


1 Pilgrim State Hospital, West Brentwood, N. Y. 


SIONS IN FIFTY POST-LOBOTOMY PATIENTS 
A. E. PAGANINI, M. D., anv M. ZLOTLOW, 


groups. All of the first group (convulsive 
group) were continued on predetermined op- 
timal anti-convulsive medication while the 
second group (non-convulsive group) re- 
ceived no added anti-convulsants. The only 
change in the routine of the patients in- 
volved in the study was the addition of chlor- 
promazine in doses varying from 200 to 800 
milligrams daily. 


RESULTS 


In the first group of post-lobotomy pa- 
tients, that is, those who had seizures at one 
time or another before chlorpromazine, 9 
continued to experience seizures after the 
institution of chlorpromazine. In 5 of these 
patients, it was noted that the seizures had 
occurred as recently as 3 months before the 
institution of therapy and occurred 2 to 4 
weeks after the institution of chlorproma- 
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zine therapy. Two of these 5 patients de- 
veloped a status epilepticus late after the 
institution of chlorpromazine ; one of which 
had never had “status” before. It must be 
emphasized that the rest of the patients in 
this group, that is, 16, did not develop con- 
vulsions at any time even after the sudden 
withdrawal of chlorpromazine. It must also 
be emphasized that all in this group con- 
tinued on anti-convulsants, and none was 
considered well enough for release on con- 
valescent status. In the second group of 
post-lobotomy patients, that is, those who at 
no time had any convulsions, no convulsive 
seizures developed during 2 years of ob- 
servation. None of the patients developed 
fits after the sudden withdrawal of chlor- 
promazine. None was given anti-convulsants 
at any time. However, one of these patients 
died suddenly. No autopsy was performed 
and the assumption was made that the pa- 
tient sustained an acute coronary occlusion 
although the remote possibility of a “masked 
fit” was entertained. This constituted the 
only questionable convulsion which occurred 
during chlorpromazine therapy in this group. 
Two of the patients in this group were re- 
leased on convalescent status and to date 
are making a satisfactory social adjust- 
ment. 


DISCUSSION 


Initially, the impression was gained that 
chlorpromazine was epileptogenic because of 
isolated instances of convulsive seizures de- 
veloping after the institution of therapy. It 
was speculated that the scar produced by the 
lobotomy was enough to predispose a patient 
to develop fits and that the drug acted as a 
trigger. However, as the study progressed, 
it became obvious that only in those patients 
who had had convulsions prior to the insti- 
tution of chlorpromazine did convulsions de- 
velop and then in only 9 of the 25 patients. 
Even in these 9, the number of fits seemed 
to diminish the longer the chlorpromazine 
was continued. Also, it was felt that the anti- 
convulsants should be continued at the previ- 
ous optimal levels in order to give the pa- 
tients maximum protection from the de- 
velopment of an increase in convulsions. In 
only one instance where a status epilepticus 


developed in a patient who had previously 
never had one was there a question as to 
the worsening of the patient as far as epi- 
leptic convulsions were concerned. Even in 
this case, however, chlorpromazine is still 
continued with caution but without fear. 
ifost important, of the patients who had 
never had convulsions, despite the absence 
of anti-convulsants, none developed convul- 
sions while on chlorpromazine, with the pos- 
sible exception of the case of sudden death 
which could have been a “masked fit.” 


CoNCLUSIONS 


Our 2 year follow-up study of 50 post- 
lobotomy patients and the incidence of con- 
vulsions with chlorpromazine therapy reveals 
the following conclusions : 

1. Chlorpromazine did not increase the 
frequency of convulsions in post-lobotomy 
patients who have a convulsive background. 

2. In post-lobotomy patients who never 
had convulsions, chlorpromazine did not pro- 
duce convulsions but the possibility of a 
“masked fit” in one case of sudden death 
must be entertained. 

3. In patients who have a history of con- 
vulsions, the seizures seemed to occur within 
2-4 weeks of the institution of therapy but 
the number of fits seems to be decreasing. 
This may indicate a probable synergistic ac- 
tion between the anti-convulsants and chlor- 
promazine, 

4. Anti-convulsants should be continued 
while the patient is on chlorpromazine if 
there is a history of convulsions. 

5. In our opinion, there is no contra-indi- 
cation or risk in the use of chlorpromazine 
for the relief of psychotic symptoms in post- 
lobotomy patients providing convulsive pa- 
tients are continued on anti-convulsants. 
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TREATMENT OF PSYCHIATRIC DISORDERS WITH 
TRIIODOTHYRONINE 


Psychopathologic changes have been de- 
scribed in patients with hyperthyroidism and 
myxedema. Several studies of schizophrenic 
patients have indicated low basal metabolic 
rates and resistance to large doses of thyroid 
hormone. Such observations suggest that, in 
selected psychiatric disorders, products of in- 
termediary thyroid metabolism, such as tri- 
iodothyronine and the acetic and propionic 
acid derivatives of thyroxin and triiodothy- 
ronine, may have beneficial therapeutic ef- 
fects. 

Triiodothyronine was administered to a 
series of 24 psychiatric patients, 5 male and 
19 female, hospitalized at the Payne Whitney 
Psychiatric Clinic. Three patients were un- 
der 20 years of age, 15 between 20-39, and 
6 over 40. None demonstrated endocrino- 
logic or cardiovascular disease after thor- 
ough physical and laboratory examination. 
The duration of illness ranged from 4 
months to 25 years, with a median duration 
of 18 months. Seventeen patients were diag- 
nosed as schizophrenic reactions: 5 simple, 5 
paranoid, 2 catatonic and 5 undifferentiated. 
Three were diagnosed as depressive reac- 
tions, 2 as paranoid reactions, I as a severe, 
chronic obsessive-compulsive reaction, and I 
as anorexia nervosa with marked obsessive- 
compulsive features. 

The most frequent and marked psycho- 
pathologic manifestations in this group in- 
cluded diminished emotional responsiveness 
associated with lack of spontaneity, apathy 
and social withdrawal; depersonalization ; 
absence of sexual interest; depression of 
mood; and_ specific obsessive-compulsive 
symptoms. 

Oral doses of 100 micrograms of triiodo- 
thyronine were administered daily for one 
week. The dose was then increased to 200 
micrograms daily for two weeks, reduced to 


1From the Department of Psychiatry, Cornell 
University Medical College, and the Payne Whitney 
Psychiatric Clinic of the New York Hospital, New 
York, N. Y. 

2From Memorial Center and the Division of 
Clinical Investigation of the Sloan Kettering Insti- 
tute, New York N. Y. 
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100 micrograms daily the fourth week, and 
subsequently terminated. Headaches and 
palpitations were the leading side-effects, 
usually disappearing after the initial week of 
treatment. 

During the study the patients were ob- 
served by their individual psychotherapists, 
research psychiatrists, and the nursing staff 
who maintain continuous behavioral charts 
on all inpatients. Of the 24 patients, only 1 
did not change. Nine patients demonstrated 
clinical changes, without significant improve- 
ment in their basic psychopathologic condi- 
tions. Seven patients improved moderately, 
and 7 improved markedly. Of the 23 patients 
who showed some degree of change, 16 
changed psychopathologically while receiving 
triiodothyronine, while 4 did not improve un- 
til shortly after the termination of treatment. 
The remaining 3 patients improved some- 
what on the drug, experienced a 5 day period 
of emotional upheaval immediately after ter- 
mination, and then proceeded to improve 
markedly thereafter. 

The pattern of emotional change appeared 
to be well-defined. Uniformly and without 
exception diminished emotional responsive- 
ness, denial, dissociation of affect and deper- 
sonalization were reduced or disappeared en- 
tirely, and spontaneous activity increased. 
Productivity in psychotherapeutic interviews 
increased substantially. Depression of mood 
was alleviated in the majority of cases, espe- 
cially when the increase in emotional reac- 
tivity was accompanied by a moderate or 
marked degree of general symptomatic 
improvement. Obsessive-compulsive symp- 
toms were significantly reduced. The one 

case of anorexia nervosa distinctly improved. 
Most interesting was the observation that 
more than two-thirds of the patients demon- 
strated previously hidden or absent sexual 
feelings and hostile emotions on triiodothy- 
ronine. The most marked changes were 
noted among the schizophrenic and psycho- 
neurotic groups, except for the paranoid 
schizophrenic reactions. The latter, as well 
as the paranoid reactions and depressive re- 
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actions, did not show any change in their 
basic conditions, although associated fea- 
tures, such as depersonalization and denial, 
were reduced. 

The mechanism of action of triiodothy- 
ronine is evidently complex. Undoubtedly it 
influences total endocrine balance. It may 
directly stimulate emotions and instinctual 
drives, or it may increase alertness and 
broaden the scope of consciousness, thereby 
alowing previously repressed or suppressed 
feelings to reach awareness. 

Triiodothyronine appeared to be qualita- 
tively different from and quantitatively more 


effective than either the acetic or propionic 
acid derivatives in producing emotional 
changes. These compounds were studied in 
a smaller series of patients given doses 
which calorigenically were only a fraction of 
the doses of triiodothyronine used. 

The clinical use of these thyroid hormones 
in the treatment of psychiatric disorders 
must be considered to be in an experimental 
phase of development. Further experience 
will be essential to clarify their therapeutic 
potentials and such technical factors as dos- 
age requirements and optimal duration of 
administration. 
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The American Journal of Insanity, in 
October, 1847, noted the first appointment 
of a professor of psychiatry in a medical 
school in the United States as follows: 


We are gratified to learn that a Professor- 
ship of Insanity has been established at one medical 
school. The Willoughby University, Columbus, 
Ohio, has appointed Samuel M. Smith, M. D., Pro- 
fessor of Medical Jurisprudence and Insanity. We 
think there should be a distinct course of lec- 
tures on medical maladies at every medical school. 
Dr. Smith has some practical knowledge of insanity, 
having been an assistant physician at the Ohio Lu- 
natic Asylum for several years(1,2). 


Dr. Samuel Mitchel Smith was born in 
Greenfield, Ohio, November 26, 1816. The 
historic, two-story house occupied by his 
family at the time of his birth still stands. 
He obtained his early education in private 
schools and from his father, who was a 
Presbyterian minister. He obtained his A.B. 
degree from Miami University, Oxford, 
Ohio, in 1836. Following this, he was princi- 
pal of an academy at Rising Sun, Indiana. 
This position he obtained through the help 
of his friend William Holmes McGuffey, 
Professor of Latin and Greek at Miami Uni- 
versity and the man whose name was a 
household word among several generations 
of Americans because of his authorship of 
the McGuffey Eclectic Readers. 

Dr. Smith read medicine while at Rising 
Sun under Dr. John Morrison. He attended 
two sessions of medical lectures at the medi- 
cal college of Ohio in Cincinnati and ob- 
tained an M.D. degree from this college in 
1839(3). He enrolled at the University of 
Pennsylvania Medical School, Philadelphia, 
in 1839 and one year later, in 1840, received 
his second M.D. degree. 

He came to Columbus in 1840 and took a 
job as assistant physician at the Ohio Luna- 
tic Asylum (Central Ohio Hospital for the 
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Insane), under the supervision and direction 

of Dr. William Maclay Awl, (second Presi- 
dent of The American Psychiatric Associa- 
tion, 1848-1851)(4). He remained at this 
position for approximately 3 years, or until 
1843 when he resigned to open up a private 
practice of medicine. 

On February 19, 1847, the trustees of the 
medical department of Willoughby Uni- 
versity met in Columbus. They resolved to 
move the medical department of this univer- 
sity to Columbus, Ohio. They subsequently 
declared all chairs vacant in the medical de- 
partment and appointed a new group of men 
to fill the vacated chairs. Among those ap- 
pointed unanimously was Samuel Mitchel 
Smith, M. D., to the chair of Medical Juris- 
prudence and Insanity. 

In 1848 the Starling Medical College was 
founded (Willoughby College merged with 
it). At this time Dr. Smith was honored 
with two appointments. He was appointed 
a member of the Board of Trustees by Mr. 
Lynn Starling, the benefactor of the Starling 
Medical College; he was also made Profes- 
sor of Materia Medica and Therapeutics, in 
addition to his previous appointment as 
chairman of the section on Medical Juris- 
prudence and Insanity. He was appointed 
the second dean of the Starling Medical Col- 
lege in 1849 and maintained this position 
until 1858. He resigned at this time only 
to return for a second term as dean from 
1861 to 1865. Starling Medical College 
eventually became Ohio State University 
College of Medicine(5, 6, 7). 

The Ohio Medical and Surgical Journal, 
Vol. 1, 1849, contained the following notice 
about Starling Medical College— 


the annual course of lectures will commence on the 
first Wednesday in November—next (November 7, 
1849) and will continue sixteen weeks. The pre- 
liminary courses will commence on the first 
Wednesday in October during which month there 
will be three lectures daily. In October, the follow- 
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ing subjects will be taught: Minor Surgery, Dr. 
Howard; Insanity, Dr. Smith; Poisons (illustrated 
by experiments on lower animals), Dr. Carter; 
Microscopic Anatomy, Dr. Gay; Physical Diag- 
nosis, Dr. Butterfield. Signed, S. M. Smith, Dean 
of the Faculty. 


In 1850, it appears, there were no longer 
any distinct chairs of Insanity in any medical 
college in the United States, according to 
Dr. Edward Mead, who was editor of the 
American Psychological Journal(8). Dr. 
Mead stated in its last issue, which was pub- 
lished in November, 1853, “Dr. S. M. Smith, 
of the Starling Medical College, having 
sometime since been transferred to the Chair 
of Theory Practice, we believe there is now 
no distinct Professor of Insanity. This is a 
serious defect in the course of instruction 
provided by medical colleges.” In 1859, 
Governor Salmon P. Chase appointed Dr. 
Smith Surgeon-General of the State of Ohio, 
which post he held under Governors Denni- 
son and Tod. He was also appointed by 
Governor Chase as a trustee in the Central 
Ohio Lunatic Asylum, in which capacity he 
served for 18 years. Dr. Smith was one of 
the original anti-slavery men in the State of 
Ohio. He was one of the first in this part of 
the country to join the Republican Party. 
He was familiar with the Bible, and was 
seldom at a loss for a quotation therefrom. 
He was the first doctor in Columbus to ad- 
minister chloroform to a woman in labor. 
In 1870, 4 years before his death, the trans- 
actions of the Ohio Medical Society show 
that he was still interested in psychiatry as 
he was appointed to a special committee to 
examine the Plea of Insanity in Cases of 
Homicide. 


During the Civil War he was a member 
of the Board of Examiners of Army Sur- 
geons at Camp Chase, located on West Broad 
Street in Columbus, Ohio. After the war, 
he was appointed a member of the Board of 
Examiners of Pensions. Doctor Smith was 
the twenty-fifth president of the Ohio State 
Medical Society (Association), holding of- 
fice in 1869-70. He presided at the twenty- 
fifth, or silver anniversary meeting of the 
society which met in Cleveland on June 14- 
16, 1870. 

Dr. Smith has been overlooked by those 
writing on the history of psychiatry in 
America because he was not a man to publish 
scientific works. Although he had consid- 
erable fame locally, he was never apparently 
too famous on the national scene. There is 
a statue to his memory standing on the 
grounds of the City Health and Safety 
Center Building in Columbus, Ohio. This 
statue is approximately 77 years old and 
once stood in the town square in Columbus, 
Ohio. 
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Editor, THe AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Sir: I would like to comment on the ar- 
ticle by Dr. Bartlet on “Chronic Psychosis 
Following Epilepsy” in the October, 1957 
issue of The American Journal of Psychi- 
atry. 

The problem of schizophrenia occurring 
in the epileptic patient has long been of in- 
terest to me. It is difficult, if not oftimes im- 
possible, to differentiate schizophrenia in the 
non-epileptic from schizophrenia developing 
in the epileptic patient. I have observed re- 
ligious preoccupations with Messianic delu- 
sions in the epileptic patient with schizo- 
phrenia to be more frequent than in Dr. 
Bartlet’s series of cases and also that impul- 
sive actions, either homicidal attempts or de- 
structiveness of property, occur more often 
in these people than in the non-epileptic 
schizophrenics. 

Dr. Bartlet’s observations of the rarity of 
depressive psychoses in epileptics was not 
corroborated by a recent study of admissions 
to the Psychiatric Division of the Kings 
County Hospital Center, Brooklyn, New 
York. During the first 84 months of 1957 
there were 15 known epileptic patients who 
developed a functional psychosis after having 
suffered from epilepsy for at least 5 years. 
Of the 15 patients, 7 were moderately to 
markedly depressed (3 of these being diag- 


Editor, Tut AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Str: Thank you for the opportunity to 
comment on Dr. Farber’s letter. 

Most of the discrepancies between Dr. 
Farber’s experience and mine are due in my 
opinion to the difference in the type of pa- 
tient referred to the Bethlem Royal and 
Maudsley Hospitals on the one hand and the 
Kings County Hospital Centre on the other. 
The former hospitals admit patients only 
considered to have a relatively good prog- 


CORRESPONDENCE 


CHRONIC PSYCHOSIS FOLLOWING EPILEPSY 


REPLY TO THE FOREGOING 


nosed as suffering from an involutional psy- 
chotic reaction and 1 from a psychotic de- 
pressive reaction). There were 2 markedly 
depressed schizophrenic patients who had at- 
tempted suicide. 

Consideration must be given to diagnostic 
groupings between any two hospital popula- 
tions. Dr. Bartlet’s figures, derived from 
the Bethlem Royal and Maudsley Hospitals, 
London, England, for the 1949-53 period, 
contrast sharply with the January 1-Septem- 
ber 15, 1957, admissions to the Psychiatric 
Division of the Kings County Hospital Cen- 
ter. The English hospitals had 167 schizo- 
phrenic patients and 121 manic-depressive 
reaction patients admitted. During the above 
mentioned 84 month period Kings County 
Hospital Center had admitted 2,118 patients 
with schizophrenic reactions and only 33 pa- 
tients with manic-depressive reactions. The 
hospital records for the past 5 years show 
about the same proportion of schizophrenic 
and manic-depressive patients. This striking 
difference is only partly accounted for by 
hospital selectivity of patients, genetics, and 
other factors. The utilization of more subtle 
dynamic and clinical clues by the psychiatrists 
may be an important factor in the contrast- 
ing statistics between both hospitals. 

IrviNG J. Farser, M. D., 
Forest Hills, New York. 


nosis, while I imagine the latter Centre copes 
with the general run of psychiatric illness 
both acute and chronic. The utilization of 
more subtle dynamic and clinical clues by 
one of the groups of psychiatrists concerned 
may be a factor, but if an additional factor 
is required I would consider that the use of 
different diagnostic criteria was more im- 
portant. 

Dr. Farber’s reference to depression in his 
group of patients is in no way contradictory 
to my findings unless he excludes all those 
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that could be diagnosed as suffering from 
schizophrenia by my criteria and all patients 
who have not had delusions for a period of 
at least one year. Nevertheless, I find it in- 
teresting that he found such a high per- 
centage of depressed patients in his group, 


Editor, Tut AMERICAN JOURNAL OF Psy- 
CHIATRY: 


Sir: Emotional deprivation in early child- 
hood is a well known cause of simulated re- 
tardation. At the present time the idea of 
functional retardation (as shown by psycho- 
logical testing) with better or normal in- 
herent capacities is expressed by such terms 
as “pseudo-retardation,” “apparent feeble- 


Editor, THe AMERICAN JOURNAL OF Psy- 
CHIATRY : 


Str: Please permit me a brief protest 
about the review of Dr. Thomas Szasz of 
Psychical Research by Dr. Raynor C. John- 
son. This appeared in the November issue 
of The American Journal of Psychiatry. 

Dr. Szasz’s review seemed to reproach Dr. 
Johnson with including “no new data” be- 
yond that already available. Psychical Re- 
search was written and presented as a brief 
condensation and summary of data published 
elsewhere. No popular introduction to phys- 
ics or biology contains new data and none 
are expected to. Why should this be required 
of a similar book on psychical research? 

But I am chiefly concerned with Dr. 
Szasz’s sweeping condemnation not merely 
of Dr. Johnson’s little introduction to psychi- 
cal research, but of the entire subject itself. 
Dr. Szasz writes as if none of the facts ad- 
duced by psychical research deserve any in- 
terest for themselves as facts to be explained 
and understood. He assumes that psychical 
research is a subject for psychopathology to 
study and does not consider that it might 
contribute to psychopathology and psychi- 
atry. In this position Dr. Szasz is not alone 


SIMULATED RETARDATION 


PSYCHICAL RESEARCH 


especially as they came from a psychiatric 
population in which affective disorder oc- 
curred so infrequently. 
J. E. A. Barttet, M.D., 
Park Prewett Hospital, 
Basingstoke, England. 


mindedness,” or “mental deficiency” or other 
similar combinations. 

I suggest that these cases be called “dys- 
mentia” to indicate disturbance in mental 
functioning as it applies to the intellectual 
sphere, and which may be temporary. 

This would give a more hopeful attitude 
towards such patients and ipso facto call for 
further follow-up and/or testing. 

Irwin J. Kern, M. D., 
Brooklyn, New York. 


but neither are psychical researchers any 
more. For a great many scientists eminent 
in other fields, as Dr. Johnson is in physics, 
have examined the data of psychical research 
and have become impressed not only with the 
actuality of many of the reported observa- 
tions but also with the importance of their 
further study. The interest of eminent scien- 
tists itself provides no clue to the veridicality 
of any evidence. But it can, I think, make 
unreasonable the epithets such as “paranoid 
pseudoscience” applied to psychical research 
by Dr. Szasz. In this respect I think Dr. 
Szasz’s review bad criticism. For it consti- 
tutes a kind of censorship by presenting a 
one-sided account not merely of a single book 
but of a whole subject. This is, to vary a 
well-worn phrase, throwing out not merely 
the baby and bathwater but the mother also 
from whom might be born other babies. 

In its brief history psychical research has 
suffered considerably from charlatans and too 
credulous investigators who were easily per- 
suaded that they have seen what they ex- 
pected and wanted to see. But it has suffered 
hardly less from uninformed and too in- 
credulous critics whose prejudices have 
closed their minds to any new conceptualiza- 
tions of our universe. 
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Between these fanatical extremes serious atry that reviews such as Dr. Szasz’s run 
psychical researchers pursue a slow and _ against the JouRNAL’s tradition of fair criti- 
slowly rewarding course of investigation. cism. 
These few lines can add nothing to the merits 
of their work, but will, I hope, remind the 


Ian STEVENSON, M. D., 
Univ. of Virginia School 


editors of The American Journal of Psychi- 


Editor, THe AMERICAN JOURNAL OF Psy- 
CHIATRY : 


S1r: Many thanks for inviting me to reply 
to Dr. Stevenson’s criticism of my review of 
Dr. Johnson’s Psychical Research. As I see 
it, Dr. Stevenson objects to my review on 
two distinct grounds. First, he appears to 
hold that psychical research in general, and 
this book in particular, has more scientific 
merit than I said it had. Secondly, he states 
that my review was unfair. I would like to 
deal with these two issues separately. 

In regard to the scientific aspects of this 
matter, I had frankly stated my position to- 
ward this subject at the beginning of my re- 
view. I then cited illustrative passages from 
the book and concluded with some brief logi- 
cal arguments concerning the problem at 
hand. I have set forth in greater detail else- 
where what I thought was “wrong” with 
most of the work in parapsychology (“A 
Critical Analysis of the Fundamental Con- 
cepts of Psychical Research,” Psychiat. 
Quart., 31 : 96-108, Jan., 1957). Dr. Steven- 
son cites no evidence—factual or theoreti- 
cal—in support of his own position. He sim- 
ply advocates adhering to the golden mean, 
and proposes to steer a middle course be- 
tween what he calls “charlatans” on the one 
end, and “uninformed critics” on the other. 
I am reminded in this connection of Edward 
Glover’s witty comments about eclecticism 
which, he said, “is generally regarded as a 
form of objectivity, reflecting credit on those 
who cultivate it. This is a view which the 
casual reader, always inclined to see fair play 
and confusing eclecticism with impartiality, 
feels strongly disposed to support. Believing 
that there must be at least two sides to any 
question, he finds it hard to conceive that one 
side may rest on total error” (E. Glover: 
Freud or Jung?, New York: Meridian 
Books, 1956, p. 187). 


REPLY TO THE FOREGOING 


of Medicine. 


Concerning Dr. Stevenson’s second charge, 
namely that of unfairness on my part, I 
would like to say this. What constitutes 
“fairness” and “unfairness” in the evaluation 
of scientific works in scientific journals— 
much like the rules governing all forms of 
social behavior—is subject to considerable 
variation from time to time, and from per- 
son to person. His criticism, on this ground, 
may therefore simply express a difference of 
opinion, or personal style, between us. I 
wished to be “fair” and I thought I was. No 
doubt, however, I interpreted this word, in 
my own way. Thus, I thought I merely 
“criticized” Dr. Johnson’s book, but Dr. 
Stevenson states I “condemned” it. Simi- 
larly, I did not apply the epithet of “paranoid 
pseudoscience” to psychical research—as Dr. 
Stevenson states—but wrote as follows: 
“Human activities having some pertinence to 
this problem (i.e., the problem of object loss 
and our attempts to solve or master it) thus 
encompass, among others, science, religion, 
fiction and paranoid pseudoscience. This 
book, and many others dealing with “psychi- 
cal research,” may be regarded, therefore, as 
posing an interesting—and perhaps for some 
people, an important—challenge in distin- 
guishing between good science, bad science, 
science fiction and paranoid system building.” 

Clearly, while I brought up the notion of 
“paranoid pseudoscience” in connection with 
the subject at hand, I did not apply it specifi- 
cally to psychical research. If the shoe does 
not fit, why put it on? Personally, I am pre- 
pared to entertain that any particular work 
may fit into one of these categories whether 
it is propounded in cancer research, psycho- 
analysis, parapsychology, or any other area 
of inquiry. And I meant to imply this much 
in my review. In science, nothing is safe 
from doubt. And I merely said that I 
doubted almost everything in psychical re- 
search. If to say directly what one thinks, 
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: and to support one’s position by means of 
logical arguments, is unfair—so be it. 

Still, how a review such as mine can con- 
stitute a “kind of censorship,” I cannot see. 
Indeed, since Dr. Stevenson’s criticism of my 
comments is essentially an ethical one, I 
would like to conclude on a frankly ethical 
note. Surely, the ethics of proper scientific 
criticism have not been defined for all time 
to come. Personally, I try to hew close to 
the lines of what is perhaps a romantic scien- 


tific ethic, according to which a good critic 
is one who states clearly what he thinks of 
a piece of work and gives the reasons for 
his views. If my work were treated in this 
way, I would consider it “fair” criticism. 
I appreciate your courtesy for allowing 
me to reply at such length. 
Tuomas S. Szasz, M.D., 
Upstate Medical Center, 
Syracuse, New York. 
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Scarcity of high grade professional per- 
sonnel exists everywhere in psychiatry, but 
in no area is it more apparent or problemat- 
ical than in psychiatric research. Interest 
and devotion to clinical psychiatry is abun- 
dant and the rewards quite equivalent. But 
research workers, like educators, still trudge 
the path of the poor cousin through fields of 
plenty. Questionable financial security is not 
the only responsible road block however in 
advancing recruitment of the research- 
minded. There are a number of policy 
changes, positive in type, which would im- 
prove present situations. 

One clinical training center, 25 years ago, 
took special interest in spotting students in 
the medical schools who had a potential in- 
terest in psychiatry, and who appeared to be 
of teaching calibre. Reasonably adequate 
stipends were provided during the training 
period, emphasis was placed on inclusion of 
teaching experience, paths were kept open for 
further extension of teaching opportunities. 
Due to this selection policy and program con- 
sistency, this one training center played a 
major part in the training of an amazing 
percentage of the present professors of psy- 
chiatry in the United States, and hospital or 
department heads of equivalent rank. 

A similarly effective program is possible 
in psychiatric research, either for the basic 
sciences or clinical psychiatry, and a program 
of unification of the two phases of research 
is likewise indicated. 

More and better psychiatry is now taught 
in our medical schools. Students are showing 
a consistent and healthy interest. To take 
advantage of this, plans should be organized 
now for a new type of research training pro- 
gram in psychiatry. Deans and professors of 
medical schools, and other individuals of 
similar interests should be informed that 
selcted students should be spotted who show 
capacity for research. A planned 5-year pro- 
gram to follow the internship should be set 
up, approximately one half-time training in 
basic science laboratories, and the other 
half-time in basic hospital clinical psychiatry. 


COMMENT 


A REALISTIC APPROACH TO TRAINING 
RESEARCH PERSONNEL 


As the trainee developed, and displayed his 
best native capacity, the shift toward basic 
science research or its clinical application 
would naturally work itself out. 

Many good things would result, among 
them an especially valuable one, that the 
Board-qualified man of the future would be 
equally as well trained in basic science and 
clinical research as in clinical practice. Un- 
doubtedly many would remain in research or 
teaching, the goal hoped for in this proposal. 

Some training centers or certain few train- 
ees may by accident have followed this plan. 
But their scarcity is apparent. 

To do this requires some change in think- 
ing in many places. The American Board of 
Psychiatry and Neurology must give 
thoughtful consideration to allowing a gener- 
ous high priority of training to such a pro- 
gram—-lest its length be prolonged too ex- 
tensively in acquiring clinical training credit. 
A liberal stipend provided from the first year 
to furnish personal and family comfort, pro- 
portionate to the economy of the period of 
training, not only should be high in relation 
to other competing programs, but also high 
enough to actually attract interest. Dozens 
of the nation’s largest big name industries 
send personnel agents to visit senior class 
members of all colleges, offer them beginning 
salaries from $500 to $600 a month, and 
expect only a few leaders and profitable staff 
members to emerge from such a recruitment 
program. Medicine should be realistic and 
compete in the same manner, in its own area, 
which means with private practice. A begin- 
ning stipend for a trainee entering this pro- 
gram should be no less than $5,000 per year, 
to be followed each year by a substantial in- 
crease, naturally aiming in 3 to 5 years at an 
income level not too far below the average 
net income of private practice. 

This type of plan would work in medicine, 
surgery—any of the specialities. But it is 
vital to the future of research and a broader 
training in psychiatry. 
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THERAPEUTIC COMMUNITY FOR DELINQUENTS? 


Others studying delinquency may be in- 
terested in recommendations evolved by a 
Washington, D. C. project. This “Maxi- 
mum Benefits Project” is one of several ac- 
tivities sponsored by Washington’s Youth 
Council, a group of civic leaders appointed 
by the District of Columbia’s Commissioners 
to do a city-wide coordinated study of de- 
linquency. Supported financially by the pri- 
vate Meyer Foundation, the Maximum Bene- 
fits Project in 1954 began its study of efforts 
to prevent delinquency by operations cen- 
tered in elementary public schools. Psychi- 
atrists and social workers on this project 
have come to agree with those who empha- 
size the need for a new or at least a basi- 
cally reorganized method of approaching 
delinquency. 

Why add another proposal to the welter 
of already existing ones? The welter of 
piecemeal plans in itself gives the clue; there 
is a need for an organization that will pro- 
vide a matrix in which some of the plans 
can be carried out in a more effective way. 
The study of delinquency (and other social 
ills also) needs what the free association 
technique has been for psychoneuroses and 
other psychological matters: namely, a 
methodological tool that will open the way 
to improved understanding and treatment. 

In general, our proposal calls for further 
mobilization of the resources of both the 
community and the delinquents’ families. 
Details will be elaborated in later publica- 
tions, but some cardinal points are intemized 
below in the hope of inviting comments: 

1. Comprehensive coordination of com- 
munity resources under one centralized ad- 
ministration authorized to deal with all as- 
pects of delinquency. 

2. Identification and central registration 
of families that require community assist- 
ance. Registration should preferably be at 
a national as well as local levels. 

3. Public enlightenment about the “hard 
core” families which produce most delin- 
quents and about the need for a realistic 
long-term program to deal with these 
families. 


4. Efforts to prevent delinquency begin- 
ning with early family life, i.e. even earlier 
than the elementary school level studied by 
our project. 

5. In starting the preventive program 
early, utilization of family contacts with all 
other community agencies as well as the 
school. 

6. Long term work with families, placing 
more emphasis on the total family and its 
progress through the years and not just on 
the individual child and the immediate 
problem. 

7. Greater attention to the idea that a 
disservice is done when the community at- 
tempts to meet a family’s dependency needs 
without expecting the family to make some 
progress in mobilizing its own resources. 

8. Working out effective procedures for 
the community to make clear its expecta- 
tions of families receiving community as- 
sistance and to help them meet such ex- 
pectations. 

g. Recognition of the social incompetence 
of those families who, even with the help 
of such a program are unable to provide 
themselves with adequate home life. 

10. Establishment of a sub-community 
within the community administered by 
trained personnel authorized to develop a 
“therapeutic community” designed for the 
needs of such incompetent families. 

Of course, a number of the above 10 
points have been suggested before. The 
Project proposal seeks to fit them into an 
organized workable plan of action and, in 
addition, suggests a new method of dealing 
with those families who fail to respond to 
the sequence of actions outlined in points 1 
to 8. This new method is the therapeutic 
sub-community which, for example, could be 
established in housing projects erected in 
slum clearance programs of some cities. 

C. Downine Tait, Jr., M.D., 
15 West 84 St., NYC 24, N. Y. 

Emory F. Honces, M. D., 

Nina B. Trevvett, MSW. 
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OPINION 


The greatest number of minds seem utterly incapable of fixing on any conclusion, ex- 
cept from the pressure of custom and authority: opposed to these there is another class 
less numerous but pretty formidable, who in all their opinions are equally under the in- 
fluence of novelty and restless variety. The prejudices of the one are counterbalanced by 
the paradoxes of the other; and folly, “putting in one scale the weight of ignorance, in 
the other that of pride,” might be said to “smile delighted with the eternal poise.” 

Haziitt 


HANDLING THE MACHINE 


A great problem that man has never faced squarely hangs like the sword of Damocles 
over his head. The question is, does man to-day possess sufficient soundness of mind to 
exercise intelligent control over the complicated civilization he has created? Upon this 
intelligent control depends the happiness of the individual, the first settlement of the prob- 
lems of labor and capital, the peace of the world, the fate of democracy, and the destiny 
of the race... . 

The majority of people do not even know that the final test of the sound mind implies 
sane conduct, not merely intelligent thinking. 

—STEWART PATON 
(Signs of Sanity, 1922) 
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NEWS AND NOTES 


Gracie Square HospitaL.—A _ 232-bed, 
fully air-conditioned psychiatric hospital is 
now under construction at 420 East 76th 
Street, New York City, with completion 
scheduled for October 1, 1958. It is designed 
as an “open ward” hospital for intensive 
treatment of adults suffering from all types 
of acute psychiatric disorders, including 
those with complicating medical or surgical 
problems. 

Plans are being made for residency train- 
ing, nurses’ training, and research programs. 
Leonard Cammer, M.D., will be director, 
and Lothar Kalinowsky, M. D. will be chief 
consultant. Address inquiries to Dr. Leon- 
ard Cammer, 132 East 72nd Street, New 
York, N. Y. 


Tue Apo_r Meyer Awarps.—The Adolf 
Meyer Awards Committee of the Associa- 
tion for Improvement of Mental Health, 
Inc., is inviting nominations for the 1958 
awards, which will be announced during 
Mental Health Week, in May. These awards 
are given annually to individuals and/or 
organizations who have made meritorious 
contributions to the professional care and 
treatment of the mentally ill, both in and 
outside of hospitals. 

Nominations for this award should be 
sent to Dr. Milton M. Berger, Chairman, 
Advisory Committee, A.I.M.H., 50 East 
72nd St., New York 21, N. Y., before April 


I, 1958. 


AMERICAN Society oF CLINICAL HyPNo- 
sis.—Milton H. Erickson, M.D., Phoenix, 
Ariz., has been elected president of the re- 
cently organized American Society of Clini- 
cal Hypnosis. Dr. Erickson has also been 
appointed editor of the American Journal of 
Clinical Hypnosis, to be published by the 
Society. Dr. Erickson was also recently 
elected to the executive council of the Acad- 
emy of Psychosomatic Medicine. 


Dr. Roserts Heaps VerpuN Prot- 
ESTANT MENTAL HospitaL, P. Q.—Dr. 
Charles A. Roberts, principal medical officer 
in the Mental Health Division of the Depart- 
ment of National Health and Welfare, Ot- 
tawa, Canada, has resigned. He has been ap- 
pointed medical superintendent, Verdun 
Protestant Mental Hospital, Verdun, Que., 
and assumed his new duties on December 
15, 1957. Dr. Roberts joined the Mental 
Health Division in the federal government 
department in August, 1951, became chief 
shortly afterwards, and subsequently was 
promoted to principal medical officer. Dur- 
ing his tenure of office there, he was con- 
cerned with the administration of the fed- 
eral Mental Health Grant of about $7,000,- 
000 and his efforts and advice were widely 
appreciated by the Directors of Mental 
Health of the provinces and by others in the 
universities and voluntary societies with 
whom his work brought him into contact. 
He was also active in the field of health 
insurance studies, which after two decades 
of governmental planning are now about to 
bear fruit. Among his new duties will be 
the direction of a large mental hospital with 
a very active research programme and teach- 
ing at McGill University’s Department of 
Psychiatry. 


AMERICAN Boarp OF PSYCHIATRY AND 
Nevuro.ocy, INc.—Two examinations will 
be given in 1958. The first will be held in 
San Francisco, Cal. on March 17 and 18, 
1958, and the second on December 15 and 
16, 1958, in New York, N. Y. 

The Board also announces termination of 
training credit for military service in the 
Korean emergency. Training credit for full- 
time psychiatric and/or neurologic assign- 
ment in unapproved military programs or 
services between the dates of January I, 
1950, and January 1, 1954, will be termi- 
nated on January I, 1959. 
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THE COLLEGIUM INTERNATIONALE 
The 
C.I.N.P. will meet in Rome from September 
g-12, 1958, under the direction of Prof. 
Ernst Rothlin. The Congress President will 
be Prof. Emilio Trabucchi. 

The program will include symposia on the 
following subjects: Methods and Analysis 
of Drug-Induced Abnormal Mental States 
in Man; Comparison of Abnormal Behav- 
ioral States Induced by Psychotropic Drugs 
in Animals and Man; Comparison of Drug- 
Induced with Endogenous Psychoses in 
Man. Plenary sessions will be devoted to: 
The Impact of Psychotropic Drugs on the 
Structure, Function and Future of Psychi- 
atric Services; (a) in the hospitals, and (b) 
in extramural clinics and private practice. 
The fourth day will be given over to the 
presentation of original papers. 

For further information, write to Herman 
C. B. Denber, M. D., secretary, Manhattan 
State Hospital, Ward’s Island, New York 
35, N. ¥. 


DeatH oF Dr. Georce Pratt.—Dr. 
George Kenneth Pratt, psychiatrist on the 
neuropsychiatric staff of Bridgeport Hos- 
pital, Conn., died Dec. 12, 1957, at the age 
of 66. 

Born in Detroit, Dr. Pratt received his 
medical degree from the Detroit College of 
Medicine and Surgery and did graduate 
study at the State Psychiatric Hospital, Uni- 
versity of Michigan. Among the numerous 
positions which Dr. Pratt held were those of 
medical director, Mental Hygiene Commis- 
sion, New York State Charities Aid Asso- 
ciation ; assistant clinical professor of psy- 
chiatry and mental hygiene at the School of 
Medicine, Yale University; psychiatric di- 
rector for the Stamford Child Guidance 
Service and the Bridgeport Mental Hygiene 
Clinic. 

Dr. Pratt was a diplomate of the Ameri- 
can Board of Psychiatry and Neurology, 
and a member of The American Psychiatric 
Association. He was the author of several 
books including Your Mind and You, Why 
Men Fail, and Soldier to Civilian. 


THE NATIONAL ASSOCIATION OF RECREA- 
TIONAL THERAPISTS.—The 6th annual Con- 


ference and Institute of the Association will 
be held March 16-20, 1958, in Topeka, Kan. 

This promises to be an outstanding oppor- 
tunity for “Recreators” to get together in 
an atmosphere of constructive thinking and 
gratifying achievement. Several leaders in 
the Midwest and other areas have consented 
to take part in the general program and 
Institute. Make plans now to attend this 
Conference that will involve all areas of 
Recreation. 

For further information write to Ira J. 
Hutchinson, General Conference Chairman, 
Topeka State Hospital, Topeka, Kan. 


Protection AGAINST Po.io.—Four out- 
standing events are listed in a review of 
polio in 1957 by Basil O’Connor, president 
of the National Foundation for Infantile 
Paralysis. They are: 1. The massive vac- 
cination promotion of the spring and sum- 
mer of 1957; 2. The consequent drop of 
paralytic polio; 3. The expanding research 
projects of the March of Dimes organiza- 
tion; 4. The undertaking by the National 
Foundation of a program, called “Opera- 
tional Comeback,” to bring benefits of mod- 
ern rehabilitative techniques to many thou- 
sands of polio patients who were stricken 
by the disease in years past and still need 
help. 

Only 3 out of 5 Americans in the sus- 
ceptible age group under 40 have had one or 
more injections of Salk vaccine, according 
to revised Public Health Service estimates 
as of Dec. 1, 1957. This leaves 2 out of 5 
who are just as vulnerable today to polio 
paralysis as if there had never been Salk 
vaccine. Unless most of the 45,000,000 of 
unvaccinated citizens under 40 get their Salk 
shots before the next polio season, there is 
no assurance that we may not again have 
epidemics and tragic crippling in 1958. 


Basic PsycHiatric Nursinc CoNrer- 
ENCES.—The National League for Nursing, 
Inc. announces that conferences for faculty 
and administrators of basic baccalaureate 
degree programs in nursing will be held in 
5 cities to study the relationship of psychi- 
atric nursing content to other areas of the 
nursing curriculum. 


. 
on 
‘ 
i 
2, 
~ 
a 


1958] NEWS AND NOTES 855 


Sponsored by the NLN Mental Health 
and Psychiatric Nursing Advisory Service, 
under a grant from the National Institute 
of Mental Health, these conferences will 
be held as follows: March 18-20, Atlantic 
City; April 14-16, Boston; April 18-20, 
Cleveland; May 7-9, San Francisco; April 
24-26, Washington, D. C. 

For further information address The Na- 
tional League for Nursing, Inc., 2 Park 
Avenue, New York 16, N. Y. 

Grants totalling more than $400,000 have 
been received by the National League for 
Nursing, New York, for the support of 
programs designed to increase the number 
of students in both basic and graduate nurs- 
ing education, and to improve nursing care 
of the mentally ill. Currently more than 
100,000 aides are giving much of the direct 
nursing care to the 700,000 patients in men- 
tal hospitals, the NLN reports. 


ARCHIVES OF CRIMINAL PsycHODYNAM- 
ics Freup Issuz.—Volume 2, No 2 (Spring 
1957) of this Journal, just received, is a spe- 
cial issue commemorating the Freud cen- 
tenary. In addition to the usual space for 
regular articles there are 100 pages devoted 
to commemorative articles, and 12 further 
pages containing abstracts of contributions 
related to the Freud centenary mainly in 
Spanish publications. There is also a group 
photograph of Freud with his wife and 
daughter on their arrival in London. 


RECREATION FOR THE ELbDERLY.—The 
Adult Recreation Council of the New York 
State Department of Education has issued a 
pamphlet entitled Recreation for the Elderly 
for the use of those interested in the leisure- 
time problems of the aged. The pamphlet 
gives suggestions to leaders in this field on 
steps to take in expanding existing pro- 
grams and setting up municipal programs of 
recreation within the terms of legislation 
passed in 1956, which authorizes state aid to 
cities in furnishing recreational programs 
for senior citizens. 

Copies of the pamphlet are available from 
the Adult Recreation Council, 23 South 
Pearl Street, Albany, N. Y. 


HuMAN ApaPTATION TO DisasTER.—The 
1957 Summer issue (Vol. 16, No. 2) of 
Human Organization, a quarterly journal 
published by The Society for Applied An- 
thropology, is a special issue devoted to hu- 
man adaptation to disaster. The topics cov- 
ered include The English Flood of 1953; 
Disasters Compared in Six American Com- 
munities; Typhoons on Yap; Some Func- 
tions of Communication in Crisis Behavior ; 
Problems of Perception in Extreme Situa- 
tions; together with an annotated bibliog- 
raphy on disaster research. 


TRAINING IN Group RELATIONS.—The 
National Training Laboratories of the Divi- 
sion of Adult Education Service of the 
National Education Association, Washing- 
ton, D. C., will conduct its 12th annual Sum- 
mer National Training Laboratory in Group 
Development at Gould Academy in Bethel, 
Maine. The sessions will consist of two 
3-week periods, June 15-July 4, and July 13- 
August 1, 1958, with 150 persons admitted 
to each session. 

The purposes of this training program are 
to develop more effective human relations, 
knowledge, insights and research in pro- 
fessional and volunteer leaders; to study 
problems of intergroup relations and organi- 
zational conflict, and to plan for effective 
work in the community. 

For further information write to: Mrs. 
Aieleen Waldie, NTL, 1201 16th St. N.W., 
Washington 6, D. C. 


Worip Mepica Periopicats.—The 2nd 
edition of World Medical Periodicals, pub- 
lished by The World Medical Association, 
October 1, 1957, is available at 30 shillings 
(Br) or $6.00 (USA) per copy. This book 
of 340 pages contains a list of nearly 5,000 
titles of medical periodicals with 4 special 
appendixes. The text is in English, French, 
German and Spanish. 

Orders should be addressed to: The Edi- 
tor, British Medical Journal, Tavistock 
Square, London W.C. 1, England. 


Re: MALtHus.—Approximately 4,318,- 
000 babies were born in the United States 
during 1957. This would be about 98,000 
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ahead of last year’s record, and probably 
set a new record for the 7th straight year, 
as reported by the U.S. Public Health 
Service. 

Recent yearly increases in births are the 
result not only of an increase in the number 
of marriages but of a trend toward larger 
families, the Service said. 


Dr. Marcaret SMytH Dies.—On De- 
cember 30, 1957, occurred the death of 
Dr. Margaret Hamilton Smyth in Palo Alto, 
Cal., age 84. 

At the Golden Gate International Exposi- 
tion of 1940 in San Francisco, Dr. Smyth 
was voted California’s most distinguished 
woman in medicine. She obtained her medi- 
cal degree from Cooper Medical College, 
which later became the medical school of 
Stanford University. She served as direc- 
tor of Stockton State Hospital and was a 
past-president of the San Joaquin County 
Medical Society, which gave her a special 
award for her outstanding service. She also 
received an honorary Doctor of Science 
degree from the College of the Pacific. 

It will be remembered that Dr. Smyth 
contributed a comprehensive review of psy- 
chiatric facilities in California in connection 
with the first meeting of The American Psy- 
chiatric Association on the Pacific coast in 
1938. This report appeared in the March 
1938 issue of the JouRNAL. 


INDIANA MENTAL HEALTH SERVICES.— 
Dr. John W. Southworth, superintendent, 
Logansport State Hospital, has been ap- 
pointed deputy commissioner, Indiana Divi- 
sion of Mental Health, effective January 1, 
1958. 

Dr. Ernest J. Fogel, chief of neurology 
and psychiatry at the VA Hospital, Indi- 
anapolis, Ind., and associate professor of 
psychiatry at Indiana University will be- 
come the 11th superintendent at Logans- 
port on March 1, 1958. During the interim 
January 1 to March 1, 1958, Dr. Frank D. 
Hogle, assistant superintendent, will serve 
as acting superintendent at Logansport State 
Hospital. 


NATIONAL ASSOCIATION FOR RETARDED 
CHILDREN, INc.—The 9th annual conven- 


tion of the National Association for Re- 
tarded Children will be held in Philadelphia, 
October 8 to 11, 1958. 

The meeting will consist of exhibits, gen- 
eral sessions and workshops on all phases of 
mental retardation. 

For additional information write: NARC 
Convention, 99 University Place, New York 


AMERICAN ORTHOPSYCHIATRIC ASSOCIA- 
TION.—The 36th annual meeting of the 
American Orthopsychiatric Association will 
take place in New York City, March 6-9, 
1958. The association is a national pro- 
fessional organization in the field of the 
behavioral sciences, bringing together the 
key disciplines involved in the team approach 
to prevention and treatment of behavior 
problems and related training and research. 

Some 60 scientific papers will be delivered 
at the meeting. Workshop sessions will in- 
clude such topics as: methodologies for 
studying healthy behavior ; learning disturb- 
ances and retardation; use of newer drugs 
in child psychiatry; factors associated with 
mental disorders among the aged; and rela- 
tionship between the problem family and 
juvenile delinquency. 

For further information write: Dr. Marion 
F. Langer, executive secretary, American 
Orthopsychiatric Association, 1790 Broad- 
way, New York 19, N. Y. 


DeatH oF Dr. Younc.—Dr. G. Alex- 
ander Young, former head of the depart- 
ment of neuro-psychiatry at Creighton Uni- 
versity and the University of Nebraska, died 
Nov. 4, 1957, at the age of 81. 

Dr. Young, a graduate of the Chicago 
Homeopathic College, became superintend- 
ent of Norfolk State Hospital in 1908. In 
1909 he resumed studies in London and 
Zurich, becoming a student of Dr. Carl Jung. 
The following year he entered private prac- 
tice in Omaha. 

For many years he headed the staff of 
County Hospital, was head of the Douglas 
County Board of Mental Health, and con- 
sultant in psychiatry for the Union Pacific 
Railroad. 

Dr. Young is credited with introducing 
the use of insulin to the Midwest in the 
treatment of mental illness. 
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Tue Facts of Menta HEALTH AND ILLNEss. By 
K. R. Stallworthy. (Christchurch, New Zea- 
land: N. M. Peryer Ltd., 1956, pp. 215. 18/6.) 


This book is written for the layman interested in 
furthering his knowledge about mental health and 
illness. In substance, it stems from a series of some 
20 lectures delivered before lay audiences of the 
Regional Council of Adult Education in Auckland. 
Suggestions for their publication came from those 
having attended these lectures. The book contains 
no new or startling ideas about mental health and 
illness. It contains only that which is generally 
acceptable in professional circles. 

The author, Senior Medical Officer of the Auck- 
land Mental Hospital, presents his material lucidly 
with few technical terms, and when the latter are 
used, they are clearly defined. He implies that an 
individual has positive mental health when he gets 
from and gives to life all that is to be given, in 
accordance with his individual talents, capacities and 
circumstances; when he has the knack for accept- 
ing the unalterable as that which cannot be altered, 
and, succeeds in altering those things that can and 
should be altered in oneself or in things about them. 
He implies also that positive mental health is the 
ability to live happily and easily with others, mel- 
lowed by understanding and sympathy and unem- 
bittered by things deserving no bitterness; and with 
this a willingness to give help when possible, and 
to seek help when needed. Thus the spectrum of 
many traditional virtues are an essential part of 
positive mental health, and their lack is evidence 
of unhealthfulness that often lies at the root of 
troubles which plague the mentally ill. 

A brief summary is appended to the last chapter 
and with it a brief admonition: “Psychology and 
psychiatry are of such real and potential importance 
to every individual that the intelligent layman 
should take the trouble to find out a little about 
them, but he will do well to try to distinguish be- 
tween facts established by observation and experi- 
ence, and the theories which, however interesting 
and ingenious, are best taken with a grain of salt 
until proved beyond argument.” 

The book admirably fulfills its aims and pur- 
poses, namely as a reference for intelligent laymen 
who desire more knowledge about mental health 
and illness 


W.L.T. 


Tue Earty Detection AND PREVENTION OF Dis- 
EASE. Edited by John P. Hubbard, M.D. 
(New York: Blakiston Division, McGraw- 
Hill Book Co., 1957. $7.50.) 


Although the title of this book does not show 
that it is of special interest to psychiatrists, a re- 
view of the table of contents would definitely indi- 
cate that there is much that would be worthy of 


their attention. In Part 2: Preventive Medicine 
and the Cardiovascular System, there is an article 
by Dr. Leon J. Saul, titled, “Psychogenic Factors 
Related to Hypertension,” and another by Dr. 
Harry F. Zinsser, Jr., titled, “Prevention of Car- 
diac Neuroses.” Part 5 is devoted to: The Norms 
of Mental Health and Early Detection of Devia- 
tions from the Norms, in which Dr. Milton J. E. 
Senn discusses “The Child,” Dr. Benjamin H. 
Balser, “The Adolescent,” Dr. Kenneth E. Appel, 
“The Adult Male,” and Dr. O. Spurgeon English, 
“The Adult Female.” In the last section there is 
a discussion of the “Practical Application of Pre- 
ventive Medicine in the Armed Services.” 

Dr. Senn, in opening his discussion, states: “The 
norms of behavior and mental health are not an 
easy topic to discuss. The subject is abstract and 
less tangible than a discussion of diseases or symp- 
toms. Although disease may often be difficult to 
diagnose, nevertheless it is easier to determine what 
is wrong physically than psychologically or so- 
cially.” This book has made a very encouraging 
start towards this end. It contains both chapter 
bibliographies and an index. 

James L. McCartney, M.D., 
Garden City, N. Y. 


THe Mentatty Retarpep Patient. By Harold 
Michal-Smith. (Philadelphia: J. B. Lippincott 
Co., 1956. $4.00.) 


This book is another of several published recently 
in response to an awakened interest in the problems 
of the mentally retarded and their parents. In the 
foreword the author states that the book was written 
by a psychologist who had been working with physi- 
cians in a clinic for the mentally retarded and that 
it was intended particularly for physicians. 

Such a publication is timely and very much 
needed. The medical profession as a class has been 
guilty of not taking sufficient interest in the mentally 
retarded child. Its members generally have had 
little understanding of and sympathy for the parents 
and their emotional problems engendered by the 
retarded offspring. 

The realization and acceptance that their child 
is definitely retarded is extremely difficult for many 
parents. Often this tragic situation produces an 
emotional state bordering on panic in which guilt, 
inferiority, punishment and frustration are very 
serious emotional factors. These parents are in dire 
need of a sympathetic understanding of their situa- 
tion and of professional advice concerning both the 
best procedures in the training of the child and a 
solution of their own emotional difficulties. There 
should never be the rebuff which so many parents 
have experienced with the blunt and cruel advice 
that as the condition is incurable and hopeless the 
child should be placed immediately in an institution. 
Some have gone still further and advised the parents 
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to forget the child as soon as placement was made. 

All too frequently both psychiatrists and pedia- 
tricians have been definitely unwilling to spend any 
time treating an obviously retarded child except 
possibly when called as physicians to treat an acute 
medical condition. 

As mental retardation is, as far as we know, an 
abnormality of biologic mental development or due 
to a pathologic mental condition it is definitely a 
psychiatric problem. It is extremely regrettable that 
psychiatrists have taken so little interest in these 
children. Pediatricians are showing much more 
interest and are helping both the children and the 
parents. The latter perhaps in many instances would 
be better understood and helped by a psychiatrist. 


The presence of the word “patient” in the title 
denotes that the substance of the book is directed 
toward methods of treatment particularly by physi- 
cians. It is equally instructive to members of the 
other professions who are in any way assisting with 
the education, training and placement in employment 
of mentally retarded persons. 

The various chapters of the book are well organ- 
ized and the author presents in a very understand- 
able manner details of procedures necessary in as- 
sisting the retarded individual. The first chapter— 
“The Role of the Physician”’—describes situations 
when a physician is called upon for advice in the 
management and training of the retarded. The 
author gives excellent advice in detail which should 
be very helpful to any counselors as well as physi- 
cians. 

The second chapter is mainly concerned with the 
emotional problems found in children with brain 
impairment. A good psychological presentation is 
made. Chapter five is entirely psychological and 
describes measuring techniques and their interpreta- 
tion. 

In Chapter 3 Dr. Lawrence Slobody presents a 
classification of mental retardation. Several such 
have been formulated and this arrangement seems 
to be adequate and entirely workable. 

In the chapter on “The Psychological Situation,” 
the author rather belittles the occurrences of the 
familial type of mental retardation. It is very true 
that fewer cases of retardation are now diagnosed 
as purely familial, but the condition does exist and is 
probably encountered more often in institutions than 
in clinics. 

In the chapter “Attitudes Toward Prevention and 
Etiology,” the author states, “We do not know 
who should and who should not have children.” 
On the whole this is very true. There are, how- 
ever, a few types of retardation which can be posi- 
tively diagnosed as genetic in origin. Rarely a 
dominant gene but fairly frequently the presence 
of recessive genes in the parents is the etiological 
factor. Physicians who did not diagnose this type 
of retardation and consequently did not know the 
implications have told parents that the child’s con- 
dition was simply an accident of development and 
to have more children. The tragedy of having 
another or several retarded children which could 
have been prevented by proper advice should be 
impressed on physicians. 


In the earlier chapters in describing patients much 
mention is made of the I.Q. and very little of the 
M.A. The use of I.Q. is perfectly proper, but in a 
book to be read by those not using I.Q.’s daily the 
use of M.A. is often much more realistic and in- 
formative. This is very evident in the chapter 
“Vocational Prognosis” where predictions are most 
practical and based on the M.A. degree of mental 
development. 

The chapter on education goes into excellent de- 
tail and will be very helpful not only to teachers 
and other professional workers but to parents. This 
is also true of the chapter on “Vocational Prog- 
nosis.” 

In the last chapter, “Looking Forward,” the state- 
ment is made that in institutions there are no funds 
for research. That funds are decidedly inadequate 
is true but in several states research is supported 
by specific appropriations. Research has been con- 
ducted for many years with very little or no sup- 
port. In the future, research projects will undoubt- 
edly increase in number and importance, both in 
institutions and in the communities. 

Following the last chapter is a very good bibli- 
ography for professional workers and also as an 
appendix a very complete list of state and private 
institutions in the United States caring for the 
mentally retarded child. 

On the whole this book is a valuable addition to 
the literature concerning the education, training 
and placement in employment of the mentally re- 
tarded. It should be read by all who are in any 
way interested in their welfare. Not only will physi- 
cians find it instructive, but parents, teachers, psy- 
chologists, social workers and counselors will gain 
knowledge which will help them in their attempts 
at solving the many and varied problems presented 
by those of retarded mental development. 

Harry C. Storrs, M.D., 
Hanover, N. H. 


RGNTGENDIAGNOSTISCHE PROBLEME BEI INTRA-KRANI- 
ELLEN GESCHWULSTEN and ELEKTROENCEPHA- 
LOGRAPHIE UND CORTICOGRAPHIE BEI CEREBRALEN 
KRAMPFLEDEN. ACTA N&UROCHIRURGICA Sup- 
PLEMENTUM III. (Vienna: Springer, 1955.) 


This III. Supplementum of Acta Neurochi- 
rurgica contains the papers (partly in the original 
and partly in abstract form) delivered at two con- 
ventions which took place in September 1954 in Bad 
Ischl, Austria. The Seventh Annual Convention of 
the German Neuro-surgical Society had as its main 
topics cranioplasty, radiography of the skull and 
arteriography particularly with regard to brain 
tumour diagnosis. These problems are discussed 
extensively by leading European workers in the 
respective fields. In addition, several papers dealt 
with related problems of a more general neuropsy- 
chiatric interest. M. Milletti (Bologna, Italy) dis- 
cusses the thrombosis of the carotid artery, a topic 
which is finding increasing interest in many neuro- 
logical centers. On the basis of 450 cases described 
in the literature and 21 of his own he stresses the 
relative frequency of this condition and states that 
the diagnosis can be made on clinical grounds (be- 
fore arteriography) by palpation of the internal 


| | | 
ag 
ent 
aa 
» 
3 
(wit: 
4 
ag 


1958] BOOK REVIEWS 8590 


carotis in the pharynx and by measuring the systolic 
retinal pressure which is found lower on the side of 
the thrombosed vessel. Of general interest is also 
the paper by Nylin and Blémer who measured cere- 
bral blood flow by means of radio active isotopes 
and state that they are now able to measure not 
only the blood flow through the brain as a whole 
but also that of each hemisphere separately. 

The main topic of the I. Convention of the 
Austrian Electroencephalographic Society was elec- 
troencephalography and corticography in cerebral 
convulsive diseases. Prof, Hoff, head of the Depart- 
ment of Neurology and Psychiatry of the Univer- 
sity of Vienna delivered an interesting lecture on 
temporal lobe epilepsy. Its clinical manifestations 
comprise psychic and somatic reactions and gener- 
ally represent a tendency towards homeostasis of 
the cerebral dysrythmias as well as of the psychic 
disorder. Fishgold (Paris) in his article on elec- 
trocorticography gives a concise historical survey 
of the changing viewpoints of neurosurgeons, from 
Foerster to Penfield, towards focal epilepsy and 
their criteria for removal of a lesion. Monnier 
(Geneva) reports on the results which he, in col- 
laboration with different neurosurgeons, achieved 
in conditions of intractable trigeminal neuralgia by 
stereotactic coagulation of the nucleus ventralis 
posterior of the thalamus. The psychiatric sequelae 
are similar to those of frontal lobotomies, as the 
patients are indifferent to their pain, sometimes a 
little euphoric, frequently hyperemotional. Their 
personality is less colorful, less lively, particularly 
after bilateral coagulation. The latter may lead to 
late vegetative signs, among others to impotence 
in men, to severe trophic changes in the extremities 
and to paralytic neurokeratitis. 

V. A. Krat, M.D. 
McGill University, 
Montreal, Quebec. 


NEUROLOGY AND PsYCHIATRY IN CHILDHOOD. Re- 
search Publications of the Association for Re- 
search in Nervous and Mental Disease, Vol. 
XXXIV, Edited by Rustin McIntosh, M.D., 
and Clarence C. Hare, M.D. (Baltimore: 
Williams & Wilkins Company, 1954.) 


The subject of the XXXJVth research publica- 
tion of the Association for Research in Nervous 
and Mental Disease is “Neurology and Psychiatry 
in Childhood.” It is highly interesting and informing 
for the neurologist and the child psychiatrist, be- 
cause it covers in a large range results for new 
research, change of points of view and clarifications 
in both fields. The first part of the book, whose 
topic is “Infections of the Central Nervous Sys- 
tem” gives among others a report by J. E. Salk 
about the problems for vaccination against polio- 
myelitis which may answer several questions. The 
second part brings a great deal of material in re- 
gard to the “Developmental and Traumatic As- 
pects,” including a paper by J. Ransohoff and S. 
Carter, “Hemispherectomy in the Treatment of 
Convulsive Seizures Associated with Infantile 
Hemiplegia,” where the authors recommend the 


surgery in a few carefully selected cases. They 
did not find any remarkable lowering of their 3 
patients’ I.Q., but did find improvement in their 
behavior. Abner Wolf and D. Cowen publish in 
the third part, “Functional and Degenerative Dis- 
turbances,” 13 cases of chronic degenerative brain 
disease and demonstrate that in all these cases, 
divided in 4 groups, anoxia seems to stand out as 
the pathogenic factor. A thorough list of references 
makes it possible to follow the research done in 
this field. “Roentgenographic Aspects” are taken up 
in the fourth part. 

The child psychiatrist will especially enjoy the 
fifth part, “Psychiatric Aspects.” Here, R. Rabino- 
vitch and his staff make an excellent attempt to 
classify the cases of reading difficulties. The con- 
fusion in this field and the lack of differentiation 
has certainly troubled many child guidance clinics. 
Rabinovitch suggests in the paper, “A Research 
Approach to Reading Retardation,” a much clearer 
differentiation between primary and secondary re- 
tardation, dependent on the degree of involvement 
of organic factors. 

In several papers in the fifth and sixth part of the 
publication we find a definite tendency to a multi- 
dimensional approach to psychiatric problems, con- 
cerning diagnosis, etiology and treatment. A. Blau 
stresses the necessity of careful investigation in 
“The Psychiatric Approach to Post-traumatic and 
Post-encephalitic Syndromes,” where he demon- 
strates with case material how easily the diagnosis 
of organic damage can be placed with neglect of the 
environmental and emotional constituents and, there- 
fore, influence the therapeutic approach unfavorably. 
J. C. Hirschberg and K. N. Bryant give a survey 
about “Problems in the Differential Diagnosis of 
Childhood Schizophrenia” in regard to classification, 
diagnosis, etiology, treatment, and come to the 
conclusion that “usually there is a complex inter- 
action” of constitutional and psychological factors, 
no “either or.” 

It is impossible to do justice to a book with so 
many interesting and important papers in a brief 
review. The reviewer had, therefore, to limit her- 
self to a short report of some of them, but it cannot 
be stressed enough how much stimulation it pro- 
vides for the readers of both fields. 

L. Bernstein M.D., 
Louisville, Kty. 


Liver, Bmiary Tract AND Pancreas. By Frank 
H. Netter, M.D. CIBA Collection of Medical 
Illustrations, commissioned and published by 
CIBA. (Boston: Little, Brown & Co., 1957. 
$10.50.) 


The third volume in the estimated nine-volume, 
twenty-year project to create for medicine the first 
definitive collection of authentic, full-color illustra- 
tions of every significant segment of the human 
body and diseases that affect it, has been published. 

The artist of the entire series is the country’s 
leading medical illustrator, Dr. Frank H. Netter 
of Norwich, Long Island. The undertaking is so 
vast that Dr. Netter will be devoting virtually the 
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best of his productive years to completing the series. 

Two volumes have already been issued: Nervous 
System and Reproduction System. Part III in- 
corporates a new feature designed to enhance the 
book’s value as a versatile, multi-purpose aid to 
clinicians, teachers, researchers and students. This 
feature consists of literature references for the con- 
venience of those wishing to follow up any topics 
discussed in the text. The 165 pages include 133 
full-color plates by Dr. Netter. 

Contributors and consultants to Part III were: 
Drs. Oscar Bodandsky, chief of the department of 
biochemistry at Memorial Hospital; Eugene Cliff- 
ton, associate professor clinical surgery, Cornell 
University Medical College; Donald D. Kozoll, as- 
sociate attending surgeon, Cook County Hospital; 
Hans Popper, director, department of pathology, 
Mt. Sinai Hospital, and Victor M. Sborov, assist- 
ant clinical professor of medicine, University of 
California Medical School. 

The books in this series should prove invaluable 
to the anatomist and pathologist and to the physi- 
cian and surgeon. They are also valuable as works 
of reference in medical libraries. All volumes in 
The CIBA Collection are sold at cost as a service 
to the medical profession and medical students. 


PERSONALITY IN YOUNG CHILDREN. Vol. I: Methods 
for the Study of Personality in Young Chil- 
dren. Vol. II: Colin—A Normal Child. By Lois 
Barclay Murphy, Ph.D. (New York: Basic 
Books, Inc., 1956. $10.00 the set.) 


These volumes are the product of Dr. Murphy, 
and her 11 collaborators, during her 15 years of re- 
search on the develpment of normal children at the 
Sarah Lawrence Nursery School. The author had 
been impressed as early as 1930, that there was a 
tremendous hiatus in the data available regarding 
emotional development of normal children. Such 
data would be needed to develop a depth psychol- 
ogy which could render meaningful temperamental 
differences, the dynamic flux of everyday life, 
and make possible a closer empathy with the indi- 
vidual child. Young children are notoriously diffi- 
cult to study by the conventional verbal methods 
used with adults which meant that new techniques 
had to be developed that would give us clues to 
the inner emotional life of the child. 

Volume I is devoted to a description of the meth- 
ods that Dr. Murphy and her associates have de- 
veloped. Part I, “Experiments in Free Methods,” 
describes the various means that give the child the 
maximum opportunity for free play. The major 
portion is given to a discussion of miniature life 
toys, of which varying combinations are ubiquitous 
in the play rooms of child psychiatrists. Materials, 
methods, illustrations of behavior by various chil- 
dren, recording and analysis of results are given 
for this approach and the others throughout the 
book. The author does not advocate precipitating 
these methods into a rigid form, but presents her 
work in detail, to show what can be done and to 
encourage modifications. A number of photographs 
illustrate some of the patterns seen with the use of 
the toys. Sensory toys are selected to see how the 


child responds to tactile, auditory, visual and olfac- 
tory stimuli. Dough and cold cream methods were 
devised to play a similar but simpler role for the 
two-to-three-year-old that paints and fingerpaints 
do for older children. Trude Schmidl-Waehner 
contributes a chapter on painting and Anna Har- 
toch does one on the Rorschach examination. Part 
2, “Experiments in Group Play and in Readiness 
for Destruction,” is by L. Joseph Stone. Group 
games are both structured so that a child can spon- 
taneously assume leadership, or is assigned that role 
for a time. Aggressive and destructive impulses 
are studied through the use of balloons. Part 3, 
“Experiments in Active Play Techniques,” is by 
Eugene Lerner. These researches focus on the 
study of ego development by use of standardized 
play techniques. Blocking techniques were used to 
study the child’s handling of frustration. Part 4, 
“Observing Children in Nursery School Situations,” 
is by Evelyn Beyer. 

This volume closes with appendices largely pre- 
senting methods of analysis of the various tech- 
niques, and an adequate index. These studies are 
based on work previously reported in Methods for 
the Study of Personality in Young Children. Vol. 
6 No. 4 of the Monographs published by the Society 
for Research in Child Development. Dr. Murphy 
has reworked and extended much of her work, but 
large parts of the remainder of the book are identi- 
cal with 1941 reports. 

Volume II presents Colin, a normal child, during 
his 3 years at the Nursery School. Observations 
are reported in great detail but are edited to avoid 
repetitiousness and detailed analysis. From the 
pages emerges a little boy who, through being pre- 
sented in a variety of circumstances, gives us an 
opportunity to see how he fluctuates and is consist- 
ent, how he attempts to solve problems and frus- 
trations, but especially his vibrant participation in 
life. The book is divided into three equal sections. 
The first presents Colin, as seen by his nursery 
school teacher, while the second illustrates how he 
responded to the various projective tests described 
in the first volume. Part 3 summarizes and inter- 
prets the previous material. One is impressed by 
how complex the developing personality can be, 
but nevertheless, themes can be seen which help fa- 
cilitate interpretation. Dr. Murphy is right in stat- 
ing that within these records lie observations that 
cannot be completely explained by any one school 
of psychology, psychiatry, or psychoanalysis. This 
suggests that all the pioneers had valid insights 
into personality, but it still remains for us to weigh, 
verify, and fuse these concepts into a meaningful 
whole. 

Volume I will be of value to those who do re- 
search and therapy with young children, while 
Volume II although a research volume, would be 
of interest to anyone who has to deal professionally 
with young children. One awaits however, further 
writings from Dr. Murphy wherein she summarizes 
and interprets her experiences with the large num- 
ber of children she has studied. 

Eric T. Cartson, M.D., 
New York Hospital, 
Cornell University Medical College. 
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Tue or Group Edited by 
S. R. Slavson. (New York: International Uni- 
versities Press, Inc., 1956, pp. 338. $6.00.) 


This volume contains 19 essays written by differ- 
ent authors, describing various applications of group 
therapy. Each contributor has had considerable ex- 
perience with the field he discusses. Thanks to 
skilful editing there is a minimum of repetition and 
a uniformly high level of organization and style. 
Each application is set in perspective with respect 
to its history and its current status, is documented 
by an excellent bibliography, and amply illustrated 
with case material. 

Small groups appear to be particularly congenial 
to the American culture. As the editor points out 
in the introduction, group therapy has “met with 
singular receptivity not only from professionally 
trained persons and patients, but from the general 
community as well.” (pp xi) In its various modi- 
fications it has become a means of attempting to 
ameliorate almost all forms of personal distress and 
organizational strain. At its periphery group 
therapy merges with group discussion techniques 
and becomes integrated with methods of com- 
munity and institutional organization. Of the 19 
chapters, only 8 are concerned with medically de- 
fined patients or settings, such as mental hospitals, 
addicts, alcoholics, and private practice. The rest 
cover such topics as delinquents, unmarried moth- 
ers, community mental health and industry. 

It is instructive to compare this book with its 
counterpart, the Practice of Group Peychotherapy 
which, under the same editor, appeared in 10947. 
Besides including a much wider range of topics, the 
current volume reflects the increased amount of in- 
formation about group therapy gained in the past 
decade. The chapters contain more references to 
the literature and better balanced expositions with 
more summarizing of experiences, and less indi- 
vidual case studies or excerpts from group meet- 
ings. But there has been no appreciable advance in 
conceptualization, although this has become elabo- 
rated i: certain areas, or change in the nature of 
the mate:‘al presented. The latter still consists al- 
most exclusively of clinical reports of experience. 
As is true of all reports of psychotherapy, these ex- 
periences seem practically always to accord with 
the therapist’s original formulations, leading to the 
uncomfortable suspicion, for which there is a grow- 
ing body of evidence, that psychotherapy has a 
built-in device which causes the patient to produce 
material confirming the therapist’s preconceptions. 
In this case the theoretical formulation is psycho- 
analytical. 

One reason for the failure to make significant 
gains in conceptualization or factual knowledge lies 
in the relative lack of good experimental research. 
As the chapter on research points out, only about 
2 percent of the extensive literature in this field 
could be classed as reports of experiments, and none 
of these have produced any fundamental insights or 
discoveries. Recently several ingenious methods of 
systematically describing and classifying individual 
interactions and group therapy processes have ap- 


peared, which raises the hope that the next decade 
will witness real progress in the accumulation of 
experimentally validated information. 

In the meanwhile this book offers an admirable 
survey of some of the major current applications 
of group therapy. As such it is highly recom- 
mended to all those with a general interest in this 
field. In addition, anyone wishing to embark on 
any of the group therapeutic approaches covered 
in this volume cannot de better than to start by 
reading the appropriate chapter. 

Jerome D. Frank, M.D., 
Johns Hopkins Hospital. 


INTERNAL SECRETIONS OF THE PANcreas. Vol. IX, 
CIBA Foundation Colloquia On Endocrin- 
ology. Edited by G. E. W. Wolstenholme and 
Cecilia M. O’Connor. (Boston: Little, Brown 
& Co., 1956. $7.00.) 


This CIBA Foundation volume presents the record 
of a conference held in London in June, 1955 at 
which 28 experts from 8 countries discussed the 
chemistry, biochemistry and physiology of the “In- 
ternal Secretions of the Pancreas.” In some respects 
the choice of title would appear to be unfortunate 
since it seems to beg the question of the plurality 
of the hormonal factors of the pancreas, an issue 
which is still not completely resolved as the dis- 
cussions to some of these papers clearly testify. 

Reports of conferences such as this make inter- 
esting but difficult reading and the difficulties of 
this particular volume are enhanced by the order 
in which the papers appear. A grouping of papers 
with subsequent discussion of the group (as was 
indeed done in 2 cases) might have eased the read- 
er’s task and, one would imagine, have increased 
the effectiveness of the conference. The somewhat 
haphazard ordering of the papers is accompanied 
by great variation in style, from papers which care- 
fully review a whole field to others which are little 
more than abstracts of recent laboratory activity. 

In the first two papers, workers from the Uni- 
versity of Hamburg present cytological and 
biochemical evidence which they feel favors the hy- 
pothesis that there is a secretion of the hypergly- 
cemic polypeptide glucagon, by the cells of the islets 
of Langerhans, and in a later paper, W. Schulze 
discusses the efforts of M. Burger to confirm this 
theory. O. K. Behrens and his associates discuss 
some of the properties of glucagon and E. W. 
Sutherland presents his very exciting and elegant 
work on its mode of action at the molecular level. 
Indeed, as F. G. Young, chairman of the confer- 
ence, pointed out in his closing remarks, Suther- 
land’s work appears to come close to fulfilling the 
biochemist’s long-cherished hope of providing “an 
explanation in terms of the influence on enzyme 
systems of the action of a hormone.” But here again 
the question may be raised as to whether glucagon 
may be said to fulfill yet the classic criteria for the 
definition of a hormone. Attempts to show that 
these criteria are fulfilled are complicated by the 
fact that, in some cases the hyperglycemic factors 
appearing in the blood stream are inhibited by 
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ergotamine, which has no effect on the hypergly- 
cemic action of purified glucagon. And certainly, 
there does not yet appear to be any pathological 
condition which can be confidently referred to as 
“typo- (or hyper-) glucagonism.” 

On the other hand, of course, the condition of 
insulin insufficiency has been known for many 
years. Insulin itself is perhaps the most thoroughly 
studied protein and F. Sanger gives a description 
of some of his most recent investigations on the 
disulphide bonds of insulin which link together the 
polypeptide chains, of which he had previously de- 
termined the complete amino acid sequence. A num- 
ber of problems remain in this field; E. Fredericq 
discusses the heterogeneity of insulin preparations 
and D. F. Waugh and D. S. Hodgkin present 
thought-provoking papers on the three dimensional 
structure of insulin. Any final physico-chemical 
understanding of the mode of action of the protein 
hormones must of necessity presume a knowledge 
of their structure and at the present time it seems 
that the final solution of these structural problems 
is bound to come from the X-ray crystallographers. 
It is therefore very gratifying to realize that work- 
ers such as Dr. Hodgkin are entering this exceed- 
ingly difficult field. 

One of the most useful features of the reports of 
conferences such as this is the opportunity they 
provide for a direct comparison of the views of the 
supporters of rival and perhaps, mutally exclusive 
hypotheses. In the volume under discussion B. 
Helmreich and C. F. Cori on the one hand and 
C. R. Park and co-workers on the other hand dis- 
cuss the evidence which leads the latter to concur 
with the hypothesis of R. Levine that the increased 
uptake of glucose by muscle under the influence of 
insulin is caused specifically by an increase in the 
rate of a transport process which carries glucose 
into the cells. It has long been suggested that in- 
sulin affects not only the peripheral utilisation of 
glucose, but, alternatively or in addition, the output 
of glucose by the liver. The evidence for a direct 
influence of insulin on hepatic metabolism is most 
ably reviewed by C. de Duve. Other papers by 
P. J. Randle, P. P. Foa, M. G. Goldner, J. L. R.- 
and R. R. Candela, and C. Cavallero discuss the 
physiological interaction of insulin and glucagon 
with each other and with other hormones. The 
discussions following each paper are reported and 
it is to be regretted that there is no explicit state- 
ment of the extent to which these reports have been 
edited. The style often suggests verbatim reporting, 
but there is some internal evidence that the speak- 
ers have had the opportunity of reviewing their own 
comments. A statement of editorial policy on this 
matter would help the reader to evaluate the ideas 
presented in the discussion periods. 

In conclusion, the CIBA Foundation has once 
again placed endocrinologists in its debt by holding 
this conference and publishing this volume. The rec- 
ord in its present form will be of great value to 
workers in this field but a closer briefing of the 
attending scientists as to the nature of the communi- 
cations required and more attention to the order 
of procedure would have increased the usefulness of 


the volume for workers in less closely related areas 
of biology and medicine. 
G. R. WituraMs, Pa.D., 
University of Toronto. 


Tue Recovery Room. By Max Sadove, M.D. and 
James H. Cross, M.D. (Philadelphia: W. B. 
Saunders, 1956. $12.00.) 


This is a very instructive, interesting and practi- 
cal book, combining the work of a number of au- 
thorities. 

It will be of interest to all medical staff, nursing 
staff, and administrators. It will be particularly 
helpful to those who might be contemplating the 
establishment of a post-anaesthetic recovery room 
or extension of facilities already available to in- 
clude what the authors refer to as an “Intensive 
Therapy Unit” to provide for specialized medical 
and nursing care in a recovery room area for a pro- 
longed period. 

The method of organization of such a unit is set 
out in detail and in a clear, concise fashion. The 
principles of the planning are included, as well as 
suggested plans and diagrams with alternate lay- 
outs. Policies to be determined are outlined, as well 
as staff needs and training. Equipment and supplies 
required or recommended are listed. There are 
several chapters devoted to the principles of re- 
covery room management and all specialties are 
discussed at length. 

Joun E. M.D., 
Toronto General Hospital. 


Tue PreveNTioN oF CRUELTY TO CHILDREN. By 
Leslie George Housden, (Philosophical Library, 
Inc. 1956, New York. pp. 379 $7.50.) 


This book is a well-written study of the masses 
of English children born in the lower economic 
group from the 19th Century to the present. “Cru- 
elty” to Dr. Housden takes into account the physi- 
cal, environmental and emotional care of these chil- 
dren. The lack of first-hand knowledge of the 
existing conditions is similar to those of the past. 
Interested persons have worked tirelessly to secure 
better legislation ; usually, some personal knowledge 
does bring results. However, even improved wel- 
fare laws do not give the full answer to the prob- 
lem, nor do they alleviate all the suffering. 

Dr. Housden feels strongly that there is need for 
respect of the individual and the hope of a happy 
family life before some parents will have the moti- 
vation to guard and guide their children. Education 
of the potential parents before their first-born is 
really necessary. 

Public opinion forces legislators into action today 
as it has done in the past. The present emphasis 
should be on prevention rather than suppression. 
Again, the answer is in education. Punishment 
and fines by the courts for neglect of children is 
expensive and does not alter the cause. Overcrowd- 
ing of homes, poor sanitary conditions, lack of 
money for food, clothes and other essentials lead 
to desperation, crime and low morality. 
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In the 19th Century stern materialism was the 
attitude of the parents and only the most fortunate 
were considered to have happiness as a right, let 
alone a need. Children were expected to justify 
their existence either by prestige or contributing 
to family funds. Stern discipline was part of the 
training for the well-to-do and harshness and ill- 
treatment among the poor. Children had to work 
very early, sometimes from 3 years up, often know- 
ing nothing except cold, hunger, toil and weariness. 
Fortunately, in the present there are better labor 
laws and much less malnutrition. There is still 
little value placed on human lives of children where 
poverty, filth and disease are present. Children are 
added burdens and if they cannot help provide are 
deserted, abandoned or turned out to find their own 
way while the parent or parents drink to continue 
in their dull routine. Living conditions are de- 
plorable in rural sections as well as in the cities. 
The poverty of living is reflected in a dearth of 
family life or opportunity. Having been reared in 
such a home, many see no need of an attempt for 
another way of life. Exploitation of children to 
gain the ends of the parents or other adults is still 
present. 

Dr. Housden has divided his book into three 
parts. The first part is a description of the condi- 
tions children of the poorer economic class lived 
in, the squalor and the heritage they gained from 
their parents. The exploiting of these children for 
personal gain included murder in large numbers. 

Part 2 takes in the present lives of children of 
these parents with the inherited traditions of their 
class. Many improvements are noted with the 
major one being in less starvation but conditions 
still hoplessly below those which could conceivably 
produce good citizens with happy homes and chil- 
dren. Living standards are far below the lowest 
standard of decency, disease is still high and the 
individual worth of low estimate. Education is 
beginning to help in individual cases, along with 
the untiring work of many agencies both public 
and private. Experiments are helping a few to lift 
their own standards while being punished for their 
ignorance and neglectfulness. These experiments 
are costly and are able to reach only a few. It is 
a big step in the right direction. 

Part 3 outlines a program for the future to avoid 
these conditions of the present, placing emphasis 
on prevention and education. Practically, this pro- 
gram would be rather expensive in the beginning 
but far less so over a generation of children,— 
probably not as costly as the present program of 
suppression and punishment maintained by the gov- 
ernment. 

This book is well documented having over 400 
references and appendices which would be ex- 
tremely interesting to the student of social condi- 
tions. 

The author’s study of the National Society for 


Prevention of Cruelty to Children from its founda- 
tion in 1884 increases the reader’s interest by many 
case studies. Laws and slow changes in legislation, 
even for social welfare, are often purely dry facts. 
His sincere belief in the courage of man if given 
an opportunity is contagious. 

Dr. Housden’s definition of parentcraft is “the 
creation around a child of the environment in 
which it can maintain its inborn expectation of 
happiness. It is an affair of the spirit. It is seen 
in the smile which wreathes a childish face in re- 
sponse to affection. Affection is one of its chief in- 
gredients, understanding is the other. It is the lat- 
ter which must be taught. In good homes it is 
learned without direct teaching, through the child 
growing to adolescence in an atmosphere of good 
parentcraft. It is never forgotten.” 

The author’s crusading zeal is meant to inspire 
many people to help prepare the way for the 
younger generation of parents in their happy task 
of parenthood. 

M. V. Kix, M.S. W., 
Louisville Child Guidance Clinic, 
Louisville, Ky. 


By Ernst Kretschmer. 
(Stuttgart, Germany: Georg Thieme Verlag, 
1956.) 


This is the 11th German edition of a famous 
book—and in the reviewer’s opinion, a great book, 
written by the Dean of German psychiatry, a man 
who demonstrated his courage, creativeness, criti- 
cal knowledge and broad scope. The book has been 
translated into many other languages, including 
English, but essentially it remains a German book, 
and will impress some American readers as a rather 
foreign philosophical and psychological approach 
to the subject. The first sentence of the book: 
“Seele nennen wir das unmittelbare Erleben.” con- 
taining two almost untranslatable nouns—pillars of 
a subjective approach to psychology—denotes cer- 
tain aspects of the author’s viewpoint. Actually 
Kretschmer’s approach is unique with a strong em- 
phasis on the functional relationship between struc- 
ture and function of the body and psychological dis- 
position, largely based on his own earlier research. 
Yet, in spite of such a specific view, this book is 
one of the best texts in medical psychology. 

In this edition the reader will find considerable 
revision and addition of material in the chapters 
on psychotherapy. This review of literature is apt 
and covers not only German but the international 
literature on the subject. The book is not suited 
for a basic textbook in American medical schools, 
but it is a stimulating and comprehensive review 
and integration for the more advanced student of 
the field. 

F. C. Reprica, M.D., 
Yale University School of Medicine. 


4 
q 


IN MEMORIAM 


FREDERICK W. PARSONS, M. D., 1875-1957 


With the passing of Frederick W. Par- 
sons, psychiatry lost one of its distinguished 
figures and we of New York sustained a loss 
that will be difficult to replace. Dr. Parsons 
was educated in Buffalo, and received his 
medical education at the University of Buf- 
falo from which he graduated in Igor. 
Shortly thereafter he joined the state hos- 
pital service and was placed on the staff 
of the Hudson River State Hospital at 
Poughkeepsie. He served in that capacity 
until the United States declared war on 
Germany. He enlisted in the army medi- 
cal corps in 1917 and spent some time study- 
ing neuroses in London. Shortly after the 
American Army arrived in France the base 
hospital 4117 for war neuroses was estab- 
lished at La Fauche. Dr. Parsons succeeded 
Col. Bell as commander of this hospital and 
had under his command a distinguished 
series of psychiatrists. He served in this 
capacity until the signing of the Armistice. 
When he returned to New York he was ap- 
pointed medical inspector of the state hos- 
pital service and then became superintend- 
ent of the Buffalo State Hospital, where he 
did outstanding work in developing out- 
patient and occupational therapy facilities 
and in developing all the facilities of the 
hospital. 

In 1927 after some of the original re- 
organization, Dr. Parsons was named by 
the Governor, State Commissioner of Men- 
tal Hygiene. He retired in 1937, after hav- 


ing effected outstanding advances in the re- 
organization of some of the faults of the 
state hospital services. 

It was during Parsons’ tenure of office 
that the system was adopted of placing con- 
valescent patients who were about ready to 
be discharged in thoroughly approved fami- 
lies relatively near the hospital, which was 
an intermediate step in order to avoid the 
abrupt change from the close regimentation 
of the hospital to the complete freedom of 
civilian life. He was also responsible for the 
addition of several new hospitals through- 
out the state, the most notable of which 
was the Pilgrim State Hospital at Brent- 
wood, Long Island. In his quiet persuasive 
way he earned the respect, admiration and 
loyalty of all those who worked under him. 
He was never too aggressive and always 
calm, courteous and understanding. Those 
of us who worked with him were always 
sure of sound, conservative advice and a 
wisdom that comes to relatively few. Wher- 
ever it was possible he gave enthusiastic sup- 
port to the ideas of outpatient clinics spon- 
sored and maintained by the staffs of the 
various state hospitals. 

He was a loyal supporter of The Ameri- 
can Psychiatric Association and served 
faithfully on several committees, the most 
important of which was the budget com- 
mittee. 

EpwIin G. ZasrisktF, M. D., 
New York City. 
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‘Thorazine’ Spansule capsules provide all-day maintenance therapy 
with a single dose taken in the morning. Discharged patients 

are saved the embarrassment of taking medicine at work, and the 
risk of forgotten midday doses is eliminated. 


Most important of all, the continuous medication provided by 
‘Thorazine’ Spansule capsules helps the discharged patient deal with 
the stress situations he encounters so frequently during his rehabilitation. 


‘Thorazine’ Spansule capsules are offered in four strengths: 
30 mg., 75 mg., 150 mg. and 200 mg. 


THORAZINE* SPANSULE* 


chlorpromazine, S.K.F. sustained release capsules, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 1 


KTM. Reg. U.S. Pat. Off first D4 in sustained release oral medication 
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Psychiatrists 


Pacatal produces “a remarkable 
Sluidity and warmness of affect.”! 


Patients 


Pacatal makes me feel ‘‘on top 
of the world’ and wonderfully 
clear in the head.’’* 


Personnel 
With Pacatal ‘‘the hospital 
atmosphere is calmer and 
more optimistic . . . work more 


... agree on the euphoric e 


(BRAND OF MEPAZINE) 


Pacatal is distinguished from the earlier phenothiazine compounds because 

it does not “flatten’’ the patient. Pacatal leaves him alert and cheerful—more 
responsive to your therapy. Side effects, too, are fewer; and when they 

do occur, are usually quickly controlled or reversed. 

Dosage: Usual dosage for the hospitalized patient is 50 mg. 3 or 4 times daily; 
for the ambulant patient, 25 mg. 3 or 4 times daily. Complete literature 

and dosage instructions, available on request, should be consulted. 

Supplied: 25 and 50 mg. tablets in bottles of 100 and 500; 100 mg. tablets in 
bottles of 500. Also available in 2 cc. ampuls (25 mg. ce.) for parenteral use. 
References: 

1. Sainz, A.: Personal communication. 

2. Hutchinson, J. T.: Evaluation of Pacatal in Psychotic States, 


address before the American Psychiatric Association, Nov. 16, 1956. 
3. Bowes, H. A.: Am. J. Psychiat. 113:530 (Dec.) 1956. 
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WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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“CLEAN, COOPERATIVE, 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 
sons,””! 


Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy in 127 chronic schizo- 
phrenics “‘the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience.” 

In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.’ 
Many reports have indicated that Serpasil 


serpasil 


(reserpine CIBA) 


in high dosage for 
psychiatric patients 


2/2262™ 


AND COMMUNICATIVE” 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.’ “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is not an indication 
for discontinuing treatment.’ 

1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Sc. 61:92 (April 15) 1955. 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 
Acad. Sc. 61:144 (April 15) 1955. 3. Kline, N. S., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:85 (April 15) 1955. 


Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elizir, 
1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
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Convert any ward 


with Fenestra Guard Screens 


Fenestra® Guard Screens can be used on almost 
any type or make of window to provide psychiatric 
facilities quickly and at minimum cost. 

Two types of Fenestra Guard Screens are avail- 
able: Detention, to protect even the most violent 
patient, and Protection, where less restraint is 
required. Both types detain and protect without 
the use of bars and create a pleasant atmosphere. 
From the outside there is no indication of psy- 
chiatric wards. 

For new hospital construction, Fenestra can 


PSYCHIATRIC 
GUARD 
SCREENS 


Fenestra 


INCORPORATED 


YOUR SINGLE SOURCE OF SUPPLY FOR 
WINDOWS « DOORS + BUILDING PANELS 


supply a complete psychiatric window package 
combining Guard Screens with Fenestra Awning 
Windows. In non-psychiatric rooms Fenestra 
Awning Windows can be installed without the 
Guard Screens, or Insect Screens can be used. 
This uniformity in window treatment creates 
an attractive architectural appearance. Guard 
Screens can be easily added if needed later. 

For complete information, call your Fenestra 
Representative—listed in the Yellow Pages—or 
mail the coupon below. 


enestra Incorporated 
AJ-3, 2276 E. Grand Bivd., Detroit 11, Michigan 


Please send me complete information on Fenestra Guard 
Screens and Psychiatric Package Windows. 
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IPRONIAZID 


the psychic energizer 


is available only as 


MARSILID 


Roche 


Marsilid® Phosphate 


brand of iproniazid phosphate 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


Original Research in 
Medicine and Chemistry 
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When mild depression hampers 


your patient’s progress in psychotherapy 


Dexamy]* (a balanced combination of Dexedrine? and amobarbital) 
is often an effective adjuvant in psychotherapy. When mild 
depression impedes the therapeutic process, your prescrip- 

tion for ‘Dexamyl’ can help you restore optimism and 
confidence in many patients. ‘Dexamy|’ is available 
as tablets, elixir and, in two strengths, as 


Spansule* sustained release capsules. 


Smith Kline & French Laboratories 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. +T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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¢ Well tolerated and highly effective, COGENTIN 
“should be added to the treatment program of every 
patient with paralysis agitans.”’? 

* COGENTIN gives maximal symptomatic relief in all 
types of parkinsonism— whether postencephalitic, 


PA LSI i D idiopathic, or arteriosclerotic. 


* COGENTIN provides highly selective action such as 
PATI E NTS no other current drug affords.? It is of benefit 
in rigidity, muscle spasm, even in severe tremor.* 


The contracture of parkinsonism is relieved and 


L posture is improved.* 


° With the help of COGENTIN, therapy with 

AG A | N és tranquilizers can often be continued in patients 
in whom trembling would otherwise force 
reduction or withdrawal. 


As COGENTIN is long-acting, one dose daily is 
sufficient. 


METHANESULFONATE (BENZTROPINE METHANESULFONATE) Supplied: as = mg. quarter-scored tablets in bottles 
of 100 and 1000. 


* 1. M. Clin. North America 38 :485 (March) 1954. 2. J.A.M.A. 162:1031, 
for the palsied patient ! 1956. 3. J.A.M.A. 156 :680, 1954. 4. Yale J. Biol. & Med. 28 :308, 1955/56. 


rated the best single drug 


Oo) MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


COGENTIN is a trade-mark of Merck & Co., Inc. 
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CONFUSION 


NICOZOL relieves mental 
confusion and deterioration, 
mild memory defects and 
abnormal behavior patterns 
in the aged. 


NICOZOL therapy will en- 
able your senile patients to 
live fuller, more useful lives. 
Rehabilitation from public 
and privateinstitutions may 
be accomplished for your 
mildly confused patients by 
treatment with the Nicozol 
formula. ! 2 


NICOZOL is supplied in cap- 


sule and elixir forms. Each 
capsule or % teaspoonful toa 
contains: 
Pentylenetetrazol. .100 mg. NORMAL 
Nicotinic Acid 
BEHAVIOR 


1. Levy, S., JAMA., 153:1260, 1953 


2. Thompson, L., Procter R., 
North Carolina M. J., 15:596, 1954 PATTE RN 


WRITE for FREE NICOZOL 


DRUG SPECIALTIES, INC. 
WINSTON-SALEM 1, N. C. 


for professional samples of 
NICOZOL capsules and literature on 
NICOZOL for senile psychoses. 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 
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RENQUEL improves behavior, 
may eliminate or decrease hal- 
lucinations and delusions, in an 
appreciable number of mentally ill 
patients. FRENQUELIs “...singularly 
without side effects:”‘Its great safety’ 
and dramatic results in many cases, 
strongly recommend FRENQUEL as 
initial therapy wherever dissocia- 


tion is a component of the disease. 


information 

FRENQUEL facilitates psychotherapy, 
improves the ward picture. Generally 
24 hours or more must elapse before 
clinical improvement is evident. The 
unusual safety of FRENQUEL permits 
prolonged maintenance therapy. A 
study involving 1,238 patients’ re- 
vealed FRENQUEL to be particularly de- 
void of side effects: No Parkinsonism, 
no jaundice, no hypotension, no de- 
pression, no G. I. symptoms, no dizzi- 
ness. When FRENQUEL is discontinued, 
prodromal symptoms may recur. Ad- 
junctively in electroconvulsive thera- 
py, FRENQUEL may help reduce the re- 
quired number of treatments. For 
emergency treatment or initial thera- 
py, FRENQUEL is available for intrave- 
nous injection. 

References: |. Rinaldi, F.; Rudy, L. H., and Him- 
wich, H. E.: Am. J. Psych. 112:343, 1955. 2. Browne, 
N. L. M.: J. Nerv. & Ment. Dis. 123:130, 1956. 
3. Coots, E. A., and Gray, R. W.: Nebraska St. 
M. J. 41:460, 1956. 4. Cohen, S., and Parlour, R. R.: 
J.A.M.A. 162:948, 1956. 5. Fekiman, P. E.: Am. J. 


Psych. 113:589, 1957. 6 Bowes, H. A.: Am. J. Psych. 
113-530, 1956. 


Indications : Acute schizophrenia, 
postoperative confusion, alcoholic psy- 
chosis, senile psychosis, other mental 
disorders characterized by dissociation 
or confusion. 


Composition: FRENQUEL (azacy- 
clonol) Hydrochloride is alpha-(4-pi- 
peridyl) benzhydrol hydrochloride. 


Dosage: Tablets — initially 100 mg. 
t.i.d. When symptoms are controlled, 
reduce to 20 mg. t.i.d. maintenance 
dose. Injection — 100 mg. (20 cc.) 
every eight hours intravenously for 1 
to 7 days. 


Supplied ; Tablets—20 mg. and 100 
mg. in bottles of 100 and 1,000. 


Injection—20 cc. ampuls containing 
100 mg. FRENQUEL. Supplied as single 
ampuls and in a hospital packer of 5. 


FRENQUEL Professional Information 
7 upon req 


Merrell 


SINCE 1828 


THE WM. S. MERRELL COMPANY 
New York - CINCINNATI! ~ St. Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 


TRADEMARK: FRENQUEL® 
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IN PSYCHIATRY 


Compazine 


is “safer and also more effective 
than chlorpromazine ...the result 
of a deliberately planned and 
successful attempt to improve on 


an established drug.” 


Goldman, D.; Stephens, F.M.; Rosenberg, P., and Rosenberg, B.: Prochlor- 
perazine in the Treatment of Psychiatric Patients, scientific exhibit, Clinical 
Meeting of the A.M.A., Philadelphia, December, 1957. 


Now available in convenient, economical multiple dose vials, 10 cc. 


(s mg./cc.). 
Smith Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
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what are the symptoms of 
cardiac neurosis (anxiety in 
relation to the normal heart)? 


(1) Pain and distress in the heart 

region, usually “sticking” or “pinching” 
usually out toward the apex; 

(2) sighing respiration—“...I feel as 
though I can’t get enough air”; 

(3) palpitation or heart consciousness; 
(4) tachycardia or occasional irregularity 
(missed beat); (5) fatigue—as tired 

in the morning as at bedtime. 
Source — Weiss, E.: Geriatrics 1]:151, 1956. 


a “...drug of choice for mildly 
disturbed ambulatory patients. ...”! 


calmative N OSTYN 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


“From our work with neurosedatives, we 
feel that ectylurea [NostyN] is the drug 
of choice for mildly disturbed ambulatory 
patients because of its low-sedative and 
high-hypnotic dosage range and its 
absence of untoward side-reactions.”! 

“.. NOSTYN is a mild, nonhabit-forming 
tranquilizing agent of very low toxicity, 
which induces daytime sedation without 
mental depression. ...”’2 


(1) Ferguson, J. T.: J.A.M.A. 165:1677 (Nov. 30) 1957. 
(2) Bauer, H. G.; Seegers, W.; Krawzoff, M., and 
McGavack, T. H.: A Clinical Evaluation of Ectylurea 
(NostyNn), New York J. Med., in press. 


dosage: Adults: 150-300 mg. (% or 1 tablet) three 

or four times daily. Children: 150 mg. (2 tablet) 
three or four times daily. 

supplied: 300 mg. scored tablets, bottles of 48 and 500. 


AMES COMPANY, INC ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 
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‘the most advanced unidirectional current 
instrument for all established techniques 


REITER MODEL RC-47D 


GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in é 
the versatile Model RC-47D. Patients are quiet and usually capable 4 
of returning to work following treatment. Fear of further treatment P 
is greatly relieved in most patients. Efficiency of current increased. 3 
One knob control. Automatic safeguards assure an amazing reduc- 4 
tion of thrust and apnea. The patient is often breathing before the 4 
completion of the seizure. Extremely rugged, the RC-47D withstands : 4 
very long periods of use all the while maintaining the accuracy ia 
vital to delicate work within the brain. Patients resistant to all am 
other electroshock, insulin and lobotomy forms of therapy have Bee 
been successfully treated by modalities contained in Model RC-47D. 4 
MODEL RC-47D PROVIDES FOR: i 

e CONVULSIVE THERAPY—full range 


e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
e FocAL TREATMENT—wnilateral and bilateral 

MONO-POLAR TREATMENT—v0n-convulsive or convulsive 

e BARBITURATE COMA and other respiratory problems so 


ONLY REITER, THE ORIGINAL UNIDIRECTIONAL CURRENT 
ELECTROSTIMULATORS, ARE AUTHENTICALLY BACKED 
BY EXTENS/VE CLINICAL EXPERIENCE WITH OVER 200 


REUBEN REITER, Sc.D. 
64 WEST 48th STREET, NEW YORK 36, N. Y., ROOM 70! 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 
Quality 


Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw noieidl. reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 

Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


INCORPORATED 
Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
NEW YORK: 425 Park Ave. (22) CHICAGO: Suite 1928, 333 N. Michigan Ave. (1) 


LOUISVILLE: Starks Bldg., 4th & Walnut St. (2) LOS ANGELES: 3540 Wilshire Blvd. (5) 
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MINIMIZE HAZARDS 
of E.C.T. 


Chloride brand Succinylcholine Chloride 


removes practically all 
the previous risks inherent 


9916 


in the treatment. 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


Brody, J. I. and Bellet, S.: Am.J.M.Sc. 233 :40 (Jan.) 1957. 

Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 
Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1956. 
Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. 
Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. 

Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dec.) 1955, 

Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 (Nov.) 1955. 

Newbury, C. L. and Etter, L. E.: /bid. 74:479 (Nov.) 1955. 

10. Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 

11. Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253 :546 (Sept.) 1955. 

12. Tucker, W. 1., Fleming, R., and Raeder, O.: /bid. 253:451 (Sept.) 1955. 

13. Rietman, H. J. and Delgado, E.: Dis.Nerv.System 16:237 (Aug.) 1955. 

14. Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252:1016 (June) 1955. 
15. Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954. 

16. Saltzman, C., Konikov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955. 

17. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955, 

18. Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 

19. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 (Nov.) 1954. 

20. Steven, R. J. M., et al.: Anesthesiology 15:623 (Nov.) 1954. 

21. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 

22. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 

23. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954, 

24. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71:122 (Jan.) 1954. 

25. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1953. 

26. Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 

27. Murray, N.: Texas Rep.Biol.& Med. 11 :593, 1953. 

28. Murray, N.: Confinia neurol. 13 :320, 1953. 

29. Alexander, L., Gilbert, I. E., and White, S. E.: /hid. 13:325, 1953. 

30. McDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J.[rish M.A. 31:240, 1952. 
31. Holmberg, G. and Thesleff, S.: Am.J.Psychiat. 108:842, 1952. 

. Altschule, M. D. and Tillotson, K. J.: New England J.Med. 238:113 (Jan.) 1948. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 
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Contemporary Approaches to Cognition 


A Symposium Held at the University of Colorado 


CONTRIBUTORS—JEROME 8S. BRUNER, EGON BRUNSWIK, LEON FESTINGER, 
FRITZ HEIDER, KARL F. MUENZINGER, CHARLES E. OSGOOD, DAVID RAPPAPORT. 
Work in cognition has received little professional attention in recent years, and it is 
the purpose of this book to stimulate research in the field through the presentation of 
the studies of six noted psychologists. Among the papers: Scope and Aspects of the 
Cognitive Problem; A Behavioristic Analysis of Perception and Language as Cogni- 
tive Phenomena; The Relation Between Behavior and Cognition; Trends in Cognitive 
Theory. Illustrated. $4.00 


Mastery of Stress 


By DANIEL H. FUNKENSTEIN, M.D., STANLEY H. KING, Ph.D., MARGARET E. DRO- 
LETTE, M.P.H. Based on a series of experiments conducted on a group of Harvard 
students, this book is concerned with the way these students reacted to certain new 
and difficult stress-inducing situations. Each man’s emotional and physiological reac- 
tions were studied, with emphasis placed on the acute emergency reaction and on the 
ability or failure to master stress over a period of time. The interesting results should 
aid significantly in the work of preventive psychiatry. $6.00 


Through your bookseller, or from 


HARVARD UNIVERSITY PRESS 


79 Garden Street, Cambridge 38, Massachusetts 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


‘rhe Anderson School is a co-educational, residential school, with emanate. junior and senior 
high school, and a postgraduate progrum. The school is accredited by the New York State 
Department of Education, and a majority of its graduates regularly enter college or junior college. 
It is psychiatrically oriented and is well equipped with the most modern methods and procedures, 
not only in academic, recreational and modern school environment fields, but particularly in per- 
sonnel oe of each individual student. A full-time psychiatrist and psychologist are in 
residence. ur work emphasizes a much wider concept of student ——- and growth than is 
conceived of in apap tee education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim. 


Vv. V. Anverson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


The BRETT SCHOOL 
DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, formerly Director of the Seguin School 
Catherine Allen Brett, M.A. 
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THE BROWN 
SCHOOLS 
FOR EXCEPTIONAL CHILDREN 


The Brown Schools, operated since 1940, has facilities 
for the residential treatment of emotionally disturbed 
children and the training and education of exceptional 
children of all ages. Specialists on our staff in psychiatry, 
psychology, medicine, social work, speech pathology, and 
special education assure a well-rounded approach to the 
problems of the exceptional child. With seven different 
units, located in Austin and San Marcos, Texas, it is pos- 
sible for each child to be placed in the group best suited 
to his age, ability, development and social adjustment. Each 
student’s program is fitted to his individual needs and abili- 
ties and includes the regular academic subjects as well as 
electives and vocational training where indicated. Classes 
are held on the grounds but use is also made of the local 
public schools. The children enjoy a full social and recrea- 
tional schedule with weekly parties, off-campus trips, and 
participation in regular Boy Scout and Girl Scout work 
During the summer there is continued academic training 
given when indicated, combined with a camp recreational 
program. A friendly, informal atmosphere characterizes the 
student’s life at school and each child is given individual 
attention and guidance to help him achieve a happy and 
useful life 


FOR INFORMATION WRITE 


Nova Lee Dearing, Registrar 
Post Office Box 4008, Austin, Texas 


THIS “CONFIDENTIAL SECRETARY” 
WEIGHS ONLY 7; LBS. 


GELOSO! 


A tape recorder for use wherever you work, teach or study—at the 
office, clinic, hospital, social agency or home, in your car, or in 
your travels. The GELOSO! Hi-Tone records up to two hours per reel, 
—- note-taking in the patient’s presence, plays back with truest 
idelity. 

Easily carried in a handsome case smaller than a medical bag, this 
light-weight recorder does everything—for your practice or personal 
use. Ideal in therapy (the silently-operating recorder fits in your 
drawer) . . . accessories include special ink-well mike which permits 
concealed recordings . a phone pick-up records two-way conversa- 
tion flawlessly. The perfect instrument for transcription, teaching, 
training, interviews, meetings, conferences, and conventons. ONLY 
$179.95—COMPLETE with ultra-sensitive microphone, cordovan-finish 
carrying case, tape and take-up reel. AC operation. 

At leading appliance, radio and department stores, or write for name 
and address of dealer nearest you, to: 


AMERICAN GELOSO ELECTRONICS, INC. 
314 Seventh Avenue, New York 1, N. Y. 


PROFESSIONAL CARE 
FOR THE 
EXCEPTIONAL CHILD 


Five hundred retarded and slow-learning chil- 
dren receive specialized, individual care and 
treatment at the Training School at Vineland, 
N. J. A carefully-selected medical, dental, psy- 
chiatric and psychological staff provides for 
their welfare. Boys and girls two years of age 
and up with the mental potential of six years 
are accepted. They live in small groups in at- 
tractive cottages. They work and play with 
children at their own level and are encouraged 
to develop to their full potential. 

The Training School has been a center for 
continual research into the causes, prevention 
and treatment of mental retardation for more 
than 70 years. The beautiful 1600-acre estate 
is located in southern New Jersey near the sea- 
shore. 24-hour medical and dental care is pro- 
vided in a well-equipped 40-bed hospital. 


For information write: Registrar, Box N. 


THE TRAINING SCHOOL 
AT VINELAND, NEW JERSEY 


An important document in 
fictional form 


THEY CRY 
FOR MERCY 


by Gene Janas 


This is the gripping, incredible story of the 
corruption, brutality and stupidity that rule 
our mental hospitals today. Although written 
in fictional form, this narrative is based on 
the personal experiences of the author who 
lived the whole horrible story to get the facts. 
Every psychiatrist, every professional person 
interested in our mental institutions, should 
read this shocking and revealing book. Friends 
and relatives of those in mental homes will 
also profit from They Cry for Mercy. Only 
$3.75. Order with the coupon below. Refund 
guaranteed in 10 days if not satisfied. Vantage 
Press, Publishers, New York. 


Mail Coupon for Free Examination 


VANTAGE PRESS, Inc., Publishers, 
120 W. 31 St., New York 1, N.Y. 
Please send me a copy of They Cry for Mercy, 
by Gene Janas, at $3.75. My payment is en- 


closed. If not satisfied, I may return the book 
within 10 days for full refund. 


Name 


Address 
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,@ Modern Treatment Facilities @ Psychotherapy Em- 

phasized @ Large Trained Staff @ Individual Attention 

@ Capacity Limited @ Occupational and Hobby 

~ Therapy @ Supervised Sports @ Religious Services 
Phe. 

emma Your patients spend many hours daily in healthful out- 


, ] door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
‘NM OTE MAN Ok Florida’s Sunny West Coast . 
Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D. 
EMOTIONAL READJUSTMENT WALTER H. WELLBORN, JR., M.D. 


PETER J. JR., M.D. 
TARPON “SPRINGS e FLORIDA co 


ON THE GULF OF MEXICO SAMUEL G. WARSON DN, MD. PHILLIPS, M.D 
Victor 2-1811 


HALL-BROOKE 
An Adive Treatment Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, By M.D 


Alfred Berl, M.D. Peter P. Barbara, Ph.D. 
Louis J. Micheels, M.D. Heide F. and Samuel Bernard, Administration 


New York Office: 33 E. 74th St., New York, N. Y., LEhigh 5-5155 
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Founded in 1904 


HIGHLAND HospITAL, 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 

peutic treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 

Medical Director Associate Medical Director 

OHN D. PATTON, M.D. 
Clinical Director 


Maintaining the highest standards 
since 1884, the Milwaukee Sanitar- 
ium Foundation continues to stand 
for all that is best in the physiologi- 
cal and psychotherapeutic treatment 
of neuropsychiatric disorders. Liter- 
ature sent on request. 


CarrRo_t W. OsGcoop, M.D. 
Medical Director 
BENJAMIN A. RuskIN, M.D. 
Asso. Medical Director 


WILLIAM T. Krapwe Lt, M.D. 
Lewis Danzicer, M.D. 
James A. ALston, M.D. 
Epwarp SCHMIDT, M.D. 
WILLIAM L. Lorton, M.D. 
DonaLpb G. Ives, M. D. 
Isaac J. SarFatty, M.D. 
PATRICIA JoRDAN, M. D. 
Epwarp A. BirGe, M.D. 


WaLpo W. Buss, Executive Director 


COLONIAL HALL—One of the 17 
units in “Cottage Plan” 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


Chief Consultants Associate Consultants 
STEPHEN P. Jewett, M.D. Rutu Fox, M.D. 
WILLIAM V. SILVERBERG, M.D., F.A.P.A. L. CLovis Hirninc, M.D. 


Assistant Medical Director Clinical Director Director of Research 
FRANK G. D’E.ia, M.D Mervyn Scuacut, M.D., F.A.P.A. StTerpHen W. Kempster, M.D. 


Resident Psychiatrists 
Guy Lepuc, M.D. Epwin L. Rasiner, M.D. ENRIQUE MARTINEZ, M.D. 


Research Consultant Psychologists 
Morton F. Reiser, M.D., F.A.P.A LEATRICE StTYRT SCHACHT, M.A. 
MILDRED SHERWOOD LERNER, M.A. 


CONSULTANTS ASSOCIATE PSYCHIATRISTS 
H. Haroup M.D., F.A.C.S., Gynecology Leonarpb C. FRANK, M.D. 
FRANK J. Massucco, M.D., F.A.C.S., Surgery Syivia L. Gennis, M.D. 
ARNOLD J. RopMAN, M.D., F.C.C.P., Internal Medicine Leonarp GOoLp, M.D., F.A.P.A. 
NATHANIEL J. SCHWARTZ, M.D., F.A.C.P., Internal Medicine DANIEL L. GoLpsTeIn, M.D., F.A.P.A. 
InvinG J GRALNICK, D.D.S., Dentistry Simon H. NAGLER, M.D. 
J. WILLIAM SILVERBERG, M.D. 


Wes brook Sana tor1um 
CHMOND. - - éstablished -VARGINIA® 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, Presidme 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
ment procedures—electro shock, in- Medical Director 


ploying modern diagnostic and treat- 


sulin, psychotherapy. occupational THOMAS F. COATES, M.D., Ascociate 
JAMES kK. HALL, JR., M.D., Associate 


‘ CHARLES A. PEACHEE, JR., M.S., Clinical 
and mental disorders and problems of Psychologist —_ 


addiction. 


and recreational therapy—for nervous 


R. H. CRYTZER, Administrator 


Brochure of Literature and Views Sent On Request - P.O. Box 1514 - Phone 5-3245 


te # 
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Photographed at the Nassau Straw Market, 
one of the tourist attractions of the Bahamas. 


F you are like most couples, 
the years after forty-five can be as rewarding as any in 
your lives. You’ve raised the children, seen them settled. 
Now you can look forward to enjoying many things you 
deferred while the family was growing up—to pleasant 
years made secure and independent by a lifetime of saving. 
How wise to protect that independence by investing part of 
your savings conservatively in safe, sure U.S. Savings 
Bonds! The return is good—3%% at the bonds’ maturity. 
And you can increase your security so easily by buying 
more Series E Bonds regularly where you bank or automat- 
ically through the Payroll Savings Plan at work. Or, if you’d 
rather have your interest as current income, order Series H 
Bonds through your banker. The time to do it? Now. When 
financial independence counts, count on U.S. Savings Bonds! 


The U.S. Government does not pay for this advertisement. It is donated } x 
by this publication in cooperation with the Advertising Council and the PM 
Mugazine Publishers Association. 


XXXVII 


Ay 


; 


SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 

Harry C. SoL_omon, M.D. Georce M. SCHLOMER, M.D. 

Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 
MElrose 4-8828 
For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M.D., Medical Director 

C. F. Rice, Superintendent 

Francis A. O'DONNELL, M.D. Georce E. Scott, M.D. 
Tuomas J. Huriey, M.D. RoBerT W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 
FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
HEmlock 4-0200 


Nine miles from Washington, D. C.—JIn rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 


Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by Joint Commission on Accreditation of Hospitals 
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COMPTON SANITARIUM 
820 WEST COMPTON BOULEVARD 
COMPTON, CALIFORNIA 


and its Psychiatric Day Hospital facility 


BEVERLY DAY CENTER 
9256 Beverly Boulevard 
Beverly Hills, California 


High Standards of Psychiatric Treatment .... Serving the Los Angeles Area 


G. Creswett Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozett, M. D., Tuomas P. Prout, Jr. 
Medical Director Administrator 


Established FALKIRK IN THE RAMAPOS 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
A private hospital devoted to the individual care of psychiatric patients. 
Falkirk provides a twenty-four hour admission service for acute psychiatric prob- 
lems. Out-patient facilities are available for suitable cases. A continued treatment 
service is maintained. 
Members of the medical profession are invited to visit the hospital and inspect the 
available services. 
Located 2 miles north of the Harriman Exit N. Y. State Thruway 
50 miles from N. Y. C. 


T. W. NEUMANN, SR., M. D., PERCY E. RYBERG, M. D., T. W. NEUMANN, JR., M. D., 
Physician in Charge Clinical Director Physician in Charge 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. WoxFe, M.D. S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically-oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Child Psychiatry Service 


THE MENNINGER CLINIC 


INPATIENT SECTION OUTPATIENT SECTION 
(Southard School) | | 


Residential treatment for elementary Psychiatric and neurologic evalua- 
grade children with emotional and tion of infants and children to eight- 
behavior problems. een years. 


ROBERT E. SWITZER, M.D., Director Topeka, Kans. Tel. CEntral 3-6494 


RING SANATORIUM 


EIGHT MILES FROM BOSTON 
Founded 1879 

For the study, care, and treatment of emotional, mental, personality, and habit disorders. 

On a foundation of dynamic psychotherapy all other recognized therapies are used as 
indicated. 

Cottage accommodations meet varied individual needs. Limited facilities for the continued 
care of progressive disorders requiring medical, psychiatric, or neurologicai supervision. 

Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M. D., Director Cuarces E. Wuite, M.D., Assistant Director 
Arlington Heights, Massachusetts Mission 8-008 1 
Fully Accredited by the APA and the Joint Commission on Accreditation of Hospitals 


RIVER CREST SANITARIUM 


NEW YORK CITY 
Founded 1896 


Modern Facilities for the individual care and treatment of nervous, mental, alcoholic. and 
geriatric patients. All recognized therapies available according to the needs of the individual 


patient. 
Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
AStoria 8-8442 


Astoria 5, New York 


Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 A Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JoHn H. Nicuots, M. D. G. PAvULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 
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““ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954, 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 


the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954. 


“Antabuse” @ brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm, tablets, 
bottles of 50 and 1,000. 


Complete information available on request 


3 Ayerst Laboratories © New York, N. Y. © Montreal, Canada 
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CALIFORNIA PENNSYLVANIA 


THIS WE BELIEVE ... it is the sincere belief of The Devereux 
Foundation that every chi!d possesses certain latent capabilities, 
and that means can be found for developing them to the fullest 
capacity. 

To that end, every phase of the Devereux student’s life is planned in 
the light of what is best for the individual child—a “multidisciplined” 
approach, calculated to release those capabilities. 


Children find at Devereux a therapeutic environment in which there 
is acceptance and love—and satisfaction of their basic need of recog- 
nition as individuals. 


Professional inquiries should be addressed to John M. 
Barclay, Director of Development, Devereux Schools, 
Devon, Pennsylvania; western residents address Keith A. 
Seaton, Registrar, Devereux Schools in California, Santa 
Barbara, California. 


SCHOOLS 
COMMUNITIES 
THE DEVEREUX FOUNDATION | oaups 

A nonprofit organization Founded 1912 | tRaininG 
Santa Barbara, California Devon, Pennsylvania | pecearcy 


Professional 
Associate Directors 
HELENA T. DEVEREUX, Founder Jr., M.D. 
ichael B. Dunn, Ph.D. 
EDWARD L. FRENCH, Ph.D., Director Fred E. Henry, $.T.D. 


J. Clifford Scott, M.D. 
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